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ctions fraito remain in common currency after 1,800 years is his 
pepe observation that the spleen was an organ full of mystery. 
ured durigpeven to-day its functions in the healthy body remain in 
-vening thagpart mysterious and its structure matter for argument ; 
ary shelvaBbut, if physiologists and anatomists still wrangle, the last 
hands caren years have enlarged the clinicians’ understanding of 
he spleen in disease and have enabled them to define more 
xactly the indications for its removal. It is of these clini- 


gard 


rites: I wa 
xpulsion ¢ al aspects of disturbed splenic function and of the value 
ot splenectomy in its correction that this paper treats. 


four knowledge of these matters is built on the foundations 
laid by Frank (1916, 1917), Eppinger (1920), and Naegeli 
1940), but its practical application is derived largely 
tom the observations of American haematologists, and in 
particular of Doan and Dameshek. 


“ Anatomy and Physiology 


"§ The spleen may be regarded as a vast lymph node in 
which, among other specialized circulatory arrangements, 
he lymph sinuses are replaced by venous sinuses. It con- 
ites™pists of a medulla in which are set the Malpighian cor- 
“Bpuscles, globular aggregations of lymphocytes disposed 
around a central arteriole ; it is enclosed within a fibrous 
apsule and scaffolded by fibrous trabeculae with a feltwork 
mgof reticulin fibrils. The organ is contractile, and along 
he verges of the venous sinuses are arranged elements of 
xe reticulo-endothelial system, histiocytes, and undifferen- 
gated mesenchymal cells. The intimate vascular anatomy 
etimof the spleen is still uncertain: some believe that the cir- 
#-ulation is entirely enclosed within vessels (Knisely, 1934-5, 
{#936 ; some that there is no continuity from artery to vein, 
jggput that arterial capillaries open into the spongework of 
he splenic pulp, which in turn drains into the venous _ 
pPinuses (MacKenzie, Whipple, and Wintersteiner, 1941) ; 
nd some that there is a double circulation, a closed system 
ene” Whose walls are pores which allow escape into and return 
ogrom the surrounding pulp (McNee, 1931). 
Whatever the exact nature of the spleen’s circulatory 
#rangements, the organ .is well designed to play the part 
bf a reservoir for blood cells, a function postulated 240 
tars ago by Leeuwenhoek (1708) and established by the 
ell-known researches of Barcroft (1925). In foetal life 
oe spleen is engaged in the genesis of blood cells, but, 
though some lymphocytes and monocytes are normally 
Pf splenic origin, in adult life it resumes haemopoietic 
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activity only in certain pathological states. Its large com- 
plement of reticulo-endothelial cells ensures the spleen’s 
co-operation in the many complex, and often obscure, 
activities of this system. 

These reservoir, haemopoietic, and reticulo-endothelial 
functions, although clearly of great importance in the body’s 
economy, have not the clear-cut clinical significance of 
those of the next category. These are concerned with the 
‘regulation of the cellular composition of the circulating 
blood. Although there is no evidence that the spleen takes 
an active part in the destruction of red blood cells, its 
removal is followed by a decrease in urobilinogen excretion, 
which suggests that it removes effete erythrocytes from the 
circulation. After splenectomy the red blood cells become 
thinner and more resistant to hypotonic salt solutions, 
“ target cells’ appear, and Howell—Jolly bodies and Cabot’s | 
rings may be found (Singer, Miller, and Dameshek, 1941). 

It may be concluded that the spleen normally increases 
the thickness of erythrocytes passing through it, that it 
forms a cemetery for defunct red blood cells, and that it 
exerts some control over the maturation of erythroblasts, 
particularly of that phase at which the nucleus is shed. 
Splenectomy is followed by an increase in the peripheral 
leucocyte and platelet counts. The former rises to between 
15,000 and 20,000 per c.mm., and although the neutrophils 
commonly share in this increase it is mainly due to a 
lymphocytosis. The platelet count may ‘reach 1,000,000 
per c.mm. The explanation of neither phenomenon is cer- 
tain: there is no evidence that leucocytes or platelets are 
normally destroyed by the spleen; the organ must either 
control delivery of these elements from the bone marrow 
or exert an inhibitory influence on their formation. 


Indications for Splenectomy 


This brief review of the spleen’s functions must serve — 
as an introduction to the subject of splenectomy. First, 
two general indications, unrelated to functional disturbance, 
may be dismissed. The necessity for operation in spon- 
taneous or traumatic rupture is obvious: this gross surgical 
accident is seldom the concern of the physician, but it is 
well to recall the special liability to spontaneous rupture of 
the enlarged spleen in glandular fever (Attlee, 1932 ; King, 
1941; Darley, Black, Smith, and Good, 1944; Davis, 
Macfee, Wright, and Allyn, 1945 ; Smith and Custer, 1946). 
Splenic tumours are almost invariably part of a neoplastic 
process systematized throughout the lympho-reticular tissue 
and thus do not constitute an indication for splenectomy ; 
occasionally cysts may require excision. 
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: of great importance. This may result i 
‘Transfusion anaemia, in thrombocytopenia, or in leucopenia, 


| ead or in any combination of these changes. 


: The value of splenectomy in some forms of 


aH Ginn a haemolytic anaemia has long been appreciated 
i 4 but the relation between splenic activity and thy. 
2 various haemolytic states is a matter of com. 
| plexity. There is first a group of haemolyti 
anaemias in which the fundamental abnormality 


z 
3127 H| is a congenital and often inherited deformity ¢ 
the red blood cell. The most common of they 
; : is familial acholuric jaundice, in which th 
erythrocytes have a shape approximating to th 


Case B. spherical. These spherocytes are retained seler. 
tively by the spleen and there destroyed iy 
” numbers often sufficient to lead to anaemia ani 


MONTH S. 
Fic. 1.—Transfusion requirements in identical twins with Mediterranean anaemia. haemolytic joundi¢e. 
The effect of splenectomy is shown in one. (After Govan, 1946.) The spleen’s activity in this disease must 


regarded as normal but one which has a vicioy 

Of particular interest to the physician are the various’ effect on the organism because large numbers of the rei 
disturbances which may be attributed to exalted splenic blood cells, although functionally adequate, are mal 
function. A resumption of haemopoietic acti- 
vity occurs in several diffuse obliterative dis- 
eases of the bone marrow: it is seen in ae 
metastatic carcinoma, in osteosclerosis (Albers- | 
Schénberg), and, particularly and most often, A y 
in myelosclerosis in which there is a replace- “a 
ment of normal blood-forming marrow by 
fibrous tissue and fine trabeculae of new bone. 
The spleen in this disorder undergoes myeloid 4 
transformation and may reach massive propor- 
tions; it is virtually the only haemopoietic 
tissue remaining, and for this reason its exci- ; 
sion is strongly contraindicated. The diagnosis i 
of this disease thus assumes some impor- 
tance: in addition to splenomegaly, the ; | 
features are anaemia of the leuco-erythro- 
blastic type and a marrow of reduced cellu- |} 
larity on puncture; a trephine biopsy of the 944 1945 946 1947 1948 
sternum may be required before the diagnosis Fic. 3.—Haemolytic anaemia of unknown cause in a man aged 43. 
is assured. 

Exaltation of the reticulo-endothelial functions of the formed and consequently are removed from the circulé 
spleen provides no definite clinical syndrome; it is in its tion. Splenectomy abolishes excessive haemolysis ai 


effect on the circulating blood that hypersplenism becomes usually reduces spherocytosis, for cells passing through th 
spleen are normally increased in thickness. I 


11 sickle-cell anaemia, which presents analogit 

with acholuric jaundice, splenectomy is cut 

ously and notoriously ineffective. The this 

anaemia of this type—Mediterranean 

—occupies an intermediate position in th 

respect, and an interesting controlled expet 

ment in which the spleen was removed frot 

one of a pair of identical twins with this dé 

ease shows how beneficial the operation mi 
be (Fig. 1) (Govan, 1946). , 

The second category of haemolytic anaemis 
is that in which some external factor is resp0o 
sible for the destruction of red blood c@ 
This may be a recognizable toxic agent such 
lead or one of the sulphonamide drugs, ™ 
the present discussion is concerned with the 
acute and chronic forms of acquired haemolyi 
anaemia in which no cause is evident. Thert 

oF T reason to believe that many are due to 

JAN ree rar antigen-antibody type of reaction: in some 
Fic. 2.—Acquired haemolytic anaemia of unknown causation in girl aged 18. aemolysin can be demonstrated in the patie 
Erythrocyte fragility 0.7-0.45% NaCl. Splenectomy: recovery. serum (Dameshek and Schwartz, 1938, 194) 
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in others the Coombs 
test provides indirect 
proof of its presence 


(Coombs, Mourant, ;*° 
and Race, 1945). |». 
Damage to the cir- 

culating erythro- 
cytes, falling short 20 
of lysis, may be 

shown by sphero- £9 


cytosis and decrease 
in hypotonic resist- 
ance; in others in- 
clusion bodies with- 
in the red blood cells 
are evidence that 
they have suffered 
injury (McFadzean 
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6 


and Davis, 1947). - 
These cells may be 
adequate for the 
transport of oxygen, 
but they are removed 
and destroyed by the voracious and undiscriminating spleen. 

In acquired haemolytic anaemia of this type, where the 
cause is unknown and therefore insusceptible of control, 
splenectomy must be recommended if the haemolytic pro- _ 
cess shows no sign of abating during a period of observa- 
tion and blood transfusion. Removal of the spleen will 
remove the organ responsible for destroying damaged red 
blood cells, and it has been suggested that the haemolysin 
may be elaborated in the spleen itself. The effect of opera- 
tion cannot be foretold: it may be dramatically efficacious ; 
it may not influence the process at all; but the patient 
whose condition is deteriorating should always be given the 
chance. Figs. 2-5 show instances of this disease in which 
the result of splenectomy varied from complete and 
immediate remission to utter ineffectiveness. 

The third group of haemolytic anaemias are those 
secondary to a splenomegaly which may be of almost 
any nature: there are records of this combination in 
lymphatic leukaemia (Marchal, Dany, and Grupper, 1934 ; 
Singer and Dameshek, 1941 ; Feldman and Yarvis, 1944), 
Hodgkin’s disease (Holler and Paschkis, 1927 ; Kwaszewska, 
1931 ; Bensis and Gouttas, 1934 ; von Braitenberg, 1937-8 ; 
Slot, 1938; Stats, Rosenthal, and Wasserman, 1947), sar- 
coidosis (Crane and Zetlin, 1945), Gaucher’s disease 
(Mandelbaum, Berger, and Lederer, 1942), kala-azar 
(Burchenal, Bowers, and Haedicke, 1947), and tuberculous 
splenomegaly (Engel- 


Fic. 4.—Acquired haemolytic anaemia of unknown cause in a woman aged 31. 
NaCl. Failure of splenectomy. 


T 


JAN 


Erythrocyte fragility 0.5-0.45% 


29 


5 19 


greater measure its normal lysolecithin (Dameshek and 
Miller, 1943). Circumstances dictate the desirability of splen- 
ectomy : in a slowly progressive disorder in which the major 
disability is due to haemolytic anaemia it may well be justifi- 
able ; in a rapidly advancing leukaemia it would clearly be 
injudicious. 

Figs. 6-8 illustrate instances of haemolytic anaemia associated 
with the splenomegaly of Hodgkin’s disease, reticulosarcoma, 
and lymphatic leukaemia. In the first the patient presented 
with haemolytic anaemia and splenomegaly; splenectomy 
relieved all symptoms, but the excised organ showed the 
changes of Hodgkin’s disease (Fig. 6). He remained in good 
health for 44 years, when haemolytic anaemia recurred and 
he died from renal failure due to amyloidosis three months 
later. In this patient splenectomy resulted in nearly five years 
of normal existence. The anaemia in the second patient was 
of subacute evolution and the haemolytic process was con- 
trolled by splenectomy, although she died three months later 
from the underlying disease (Fig. 7). The patient with 
lymphatic leukaemia had four haemolytic episodes over a 
period of five years, the last proving fatal (Fig. 8) ; haemolysis 
was controlled in the first three by irradiation of the spleen and 
repeated blood transfusion. In the light of subsequent events 
splenectomy during the first episode might have been justifiable. 


Splenectomy in Thrombocytopenia 
Idiopathic thrombocytopenic purpura has long been 
recognized as a condition in which splenectomy is often 


breth-Holm, 1938). 
In many instances 
the haemolytic 
anaemia has been 
cured by splen- 
ectomy. The cause 
of this form of 
haemolysis is uncer- 
tain: in some in- 
Stances it seems 
likely that red blood 
cells have become 
sequestrated in the 
labyrinthine pulp of 
a vast spleen, there 
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has been suggested 
that the enlarged 
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lysin or produces in 
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Fic. 5.—Acqvired haemolytic anaemia of unknown cause in a woman a; 
NaCl. Splenectomy was followed by remission, but fatal relapse occu 
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followed by a rise in 


the platelet count 
and by relief of the 
haemorrhagic symp- 
toms. The relation 
of thrombocytopenia 
to the haemorrhagic 
tendency is as yet an 
unsolved problem, 
but it is true to 
say that a reduction 
in platelets below 
100,000 per c.mm. is 
usually attended by 
spontaneous haemor- 
rhages, which as a 
rule cease when 


UCOCYTES 


z 
a 
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3 


the platelet count 
rises to normal 
levels. 


The part played 
by the spleen in 
idiopathic thrombo- 
cytopenic purpura has been the subject of much debate and 
there are still two opposed doctrines—the one holding that 
this organ is engaged in excessive destruction of platelets, 
the other that it exerts an inhibitory effect on platelet for- 
mation in the bone marrow. Injections into animals of 
extracts of spleens excised in this disease have an incon- 
stant effect in inducing thrombocytopenia ; the observations 
are inconclusive (Troland and Lee, 1938 ; Tocantins, 1939 ; 
Major and Weber, 1939 ; Pohle and Meyer, 1939 ; Hobson 
and Witts, 1940 ; Rose and Boyer, 1941). Histological evi- 
dence of excessive platelet destruction in the excised spleens 
is usually lacking, although there are claims to the contrary 
(Nickerson and Sunderland, 1937). 

Thrombocytopenia may occur independently of the 
spleen’s action: in acute leukaemia, aplastic anaemia, and 
carcinomatosis of bone it is secondary to changes in the 
bone marrow ; it may be allergic in origin (Squier and 
Madison, 1937); it may be the result of idiosyncrasy to 
such drugs as “ sedormid,” gold, or arsphenamine. Precise 
diagnosis is clearly an essential preliminary to splenectomy. 
Examination of the bone marrow will exclude leukaemia 
and similar conditions. Schwartz (1945) has claimed that 
an increase in marrow eosinophils is associated with a par- 
ticular tendency to spontaneous remission and has suggested 
that these cases have an allergic origin. His claims lack 
confirmation (Diggs and Hewlett, 1948), and the diagnosis 
of allergic thrombocytopenia must remain a matter of diffi- 


so 4 / 
Days 20 “10 ° +80 +130 


Fic. 7,—Haemolytic anaemia secondary to reticulosarcoma of the 
spleen in a woman aged 58. Splenectomy: remission. 


Fic. 6.— Hodgkin's disease with haemolytic anaemia in a boy aged 14, 


culty ; it is undoubtedly rare. A careful history will alloy 
separation of the cases due to drug idiosyncrasy. 


Bone marrow examination has a more positive value i 7 
the diagnosis of splenic thrombocytopenia : in this condition 
the megakaryocytes, the parent cells of the platelets, ar jp th 


plentiful, although it is uncertain whether they are mor 
abundant than normal (Dameshek and Miller, 1946 ; Digg 
and Hewlett, 1948). Although numerous, they are less matur Birect t 
than normal and show little or no evidence of active platelt Bency 1 
formation. Within twenty-four hours of splenectomy, two 
coincident with the thrombocytosis in the blood, the meg- Byettie: 
karyocytes show a great increase in platelet formation ani frarfel, 
in maturity. These observations seem to indicate an inhib fhe por 
tory effect of the spleen on thrombocytopoiesis and ®f) por 
dispose of the hypothesis of excessive splenic destruction Bhactive 
of platelets. omy 

Granted the clinical picture of idiopathic thrombocyttJgnd by 
penic purpura and the absence of other possible caus fhe phy 
splenectomy is indicated when there is no sign of sporjgnough 
taneous remission and when the bone-marrow examinatia 
shows plentiful megakaryocytes but depressed plate 
formation. 

Two recent cases (Fig. 9) illustrate the satisfactory increat 
in platelet count that may be expected if these criteria a rank ( 
observed, but they stress another difficulty in the treatment d™With sp 
this disorder. Case 1 was relieved of all tendency to bled 
and has remained well for over a year; in Case 2 there li 
been no change in the haemorrhagic state. 


In addition to the familiar primary splenic throm 
cytopenia, a similar condition may occur secondary 
splenomegaly of many kinds: it has been noted, fv 
example, in‘ Hodgkin’s disease, Gaucher's disease, conge 
tive splenomegaly, and reticulosarcoma. The changes it 
the bone marrow are identical with those of the “ primary’ 
variety. In some instances the haemorrhagic state is 
such intensity that it constitutes the main disability. 1 
such circumstances it may be justifiable to recommen 
splenectomy, for it will often ensure additional months 
years of comfortable existence, although it cannot of cour 
influence the final outcome of the underlying disorder. 

Fig. 10 shows the effect of splenectomy on the platelet cout! 
in two examples of this secondary type of hypersplest 
thrombocytopenia. The cause of splenic enlargement Wé 
lymphoid follicular reticulosis and lymphoblastic _ reticult 
sarcoma respectively ; a similar result has been obtained in 4 
patient with Hodgkin’s disease. In all three a disablit 
haemorrhagic state was satisfactorily controlled. 
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a — which followed splenectomy. He suggested that 
ooo as the spleen exerted a toxic effect on the bone 
+ 148 marrow, which might result in aplasia when it 
| pe “4 became intense, and proposed the term “ aleukia 
an| 19433 JAN. 1946- FEB. 19477 splenica ” for the condition. 
PEP. AUC. 1946. V.1947,, As in splenic thrombocytopenia, two forms 
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of splenic neutropenia can be recognized.. 
Although the first case was reported by Reiss- 
man (1938), Wiseman and Doan (1939, 1942) 
must be credited with recognition of the 
primary syndrome. This occurs most com- 
monly in women between the ages of 30 and 
60 years, and is manifest by chronic ill-health 
| with recurrent skin and oral infections. The 
spleen is usually moderately, sometimes greatly, 
enlarged. Blood counts show persistent leuco- . 
penia, commonly varying between 1,000 and 
2,000 per c.cm., with less than 20% of neutro- 
phils ; in many there is a moderate thrombo- 
¥ ,| cytopenia. The bone marrow is of increased 
q cellularity, and formation of granular cells is 
unduly active, although mature forms may be 


2 5 15 255 15254 99988 scanty. 
JAN. FEB. MAR. APR. OCT. NOV. DEC. JAN. SER OCT. NOV. DEC. DEC. JAN. 
1948 In many instances splenectomy has been 


1943 1945 1946 1946 1947 
Fic. 8.—Haemolytic anaemia associated with chronic lymphoid followed by restoration of a normal leuco- 
leukaemia in a man aged 57. cyte count and disappearance of all symp- 


In the past there has been tacit assumption that thrombo- 
topenia following medication with such drugs as gold, 
oarsphenamine, and the sulphonamides was due to a 
irect toxic effect on the bone marrow. The bleeding ten- 
ncy usually disappears after the drug is withdrawn, but 

two recently reported instances, one following gold 
ettier, McBride, and Li, 1948) and one sulphathiazole 
arfel, 1944-5), it persisted and endangered life. In both, 
e bone marrow was found to contain megakaryocytes 

normal or increased numbers, although they were 
active and less mature than normal; in both, splenec- 
my was followed by a rise in the platelet count to normal 
d by cessation of bleeding. It may be that removal of 
e physiological splenic inhibition of thrombopoiesis was 
ough to restore platelet formation to normal. 


Splenectomy in Neutropenia 
The effects of the spleen on the leucocytes are less well 
preciated than those on the red blood cells and platelets. 
rank (1916, 1917) noted a leucopenia in many patients 
ith splenomegaly and the increase in white blood cells 


cased 
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19 30 $0 70 
G. 9.—Effect of splenectomy in idiopathic thrombocytopenic 
ra. 


purpu 


toms (Muether, Moore, Stewart, and Broun, 
1941; Auger, Jobin, and Larochelle, 1945; Langston, 
White, and Ashley, 1945; Rogers and Hall, 1945 ; Salzer, 
Ransohoff, and Blatt, 1945; Hepp and Mallarmé, 1946 ; 
Kinsey and Bingham, 1946 ; Lotz, 1947). In this disorder 
again there is controversy over the means by which the 
spleen exerts its effect. Some hold that there is excessive 
lysis of neutrophils in the organ (Wiseman and Doan, 
1939; von Haam and Awny, 1948), describing phago- 
cytosis of granular cells in sections and smears of the 
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(1 x 10° per cu. mn.) 
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Male, 33 yrs., Lymphoid Follicular Reticulosis: ...... 
Female, 52 yrs., Lymphoblastic Réticulosarcoma: ———-. 


Fic. 10.—Effect of splenectomy on platelet count in two cases of 
thrombocytopenic purpura due to secondary hypersplenism. 
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9 
fulfilled all the diagnostic criteria of Wiseman *~ 2- 

and Doan, but in neither did splenectomy ,4 « 
relieve the neutropenia or the tendency to | * e 

infection. 

Secondary splenic neutropenia as an isolated 7 re he 

‘phenomenon is rarer than the analogous '~ ° 0 of 
thrombocytopenia. It has been most often 
recorded in Felty’s syndrome, wherein rheu- Pry tS 
matoid arthritis is associated with generalized fe hie 
Bo 
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excised spleen. Many have reported non- 
specific hyperplasia of the organ without 
evidence of phagocytosis; perhaps the body  . 
of opinion favours the view that the spleen | 
controls in some fashion the emission of 
granulocytes from the bone marrow (Engel- ’7? 
breth-Holm, 1938). 
A recently reported instance, which can be ,J,, 
matched by a personal experience, illustrates u 
the need for caution (Hattersley, 1947). Both °1"S 


$4 


lymphadenopathy and splenomegaly. Splen- 


ectomy has been advocated for this combina- Fic. 11.—Splenectomy 2. secondary splenic pancyto 


tion (Hanrahan and Miller, 1932; Craven, 

1934), but, although the neutropenia is there- 

by relieved and general health may be improved, the 
arthritis is seldom affected (Steinberg, 1942). It is justi- 
fiable only when disabling symptoms can be attributed to 
the leucopenia. The operation has even been recommended 
for rheumatoid arthritis without splenomegaly or leuco- 
penia ; it has the support neither of logic nor of experience. 


Splenectomy in Pancytopenia 

It is not surprising to find that in some instances the 
action of the spleen is exerted not on one variety of blood 
cell but on all: in these patients there is anaemia, neutro- 
penia, and thrombocytopenia. The syndrome has been given 
the title of “splenic pancytopenia” (Doan and Wright, 
1946, 1947). Two distinct forms of anaemia are encoun- 
tered in this disorder: in some it is frankly haemolytic, 
with jaundice, reticulocytosis, and urobilinuria ; more often 
there is little unequivocal evidence of blood destruction, 
although the daily excretion of urobilinogen is usually 
above normal. The bone marrow in splenic pancytopenia 
is of increaséd cellularity: granulopoiesis is active and 
megakaryocytes are present in normal numbers, although 
thrombocytopoiesis is defective ; erythropoiesis is normo- 
blastic and unduly active in the haemolytic form of the 


- disease, and in the non-haemolytic variety there is often a 


predominance of the less mature grades of normoblast, 
suggesting arrest of the normal process of maturation. 


As with other hypersplenic syndromes, primary and 
secondary pancytopenia has been recognized. In most of 
the reported primary cases splenectomy has restored the 
blood to normal and the patient to health. The excised 
spleen is agreed by most observers to show no more than 
a non-specific hyperplasia. It is a rare disorder, but the 
following example is characteristic in all respects but the 
unhappy outcome. 


A night watchman aged 55 was admitted with symptoms of 
anaemia and with splenomegaly. There was a normocytic 
anaemia with a haemoglobin level of 50% (Haldane); leuco- 
cytes numbered 2,000 per c.mm., of which 32% were neutro- 
phils; platelets totalled 77,000 per c.mm. There was no 
evidence of excessive haemolysis. Sternal puncture showed 
an active bone marrow. Splenectomy resulted in a rapid rise 
of leucocytes to 14,500 and of platelets to 368,000 per c.mm. 
The spleen showed a non-specific hyperplasia ; the liver was 
normal at operation and on biopsy. Unfortunately he died on 
the tenth day after operation from a secondary haemorrhage 
from the wound. 


penia in a woman aged 4 
iculum-cell medullary reticulosis. The 


Secondary splenic pancytopenia is not uncommon isfat the 
its minor grades: it is the rule in congestive splem§the sp! 
megaly and occurs with many other forms of spleid{outfloy 
enlargement. It does not often justify splenectomj§j940 ; 
although satisfactory results have been reported imfpbstru 
Gaucher’s disease (Mandelbaum, Berger, and Ledemsystem 
1942). The blood changes in kala-azar can _ best b@of the 
explained by secondary hypersplenism of this tpé@iver ; 
(Cartwright, Chung, and Chang, 1948), and, althowlilesions 
chemotherapy will usually effect a cure, cases. resistilifto rup 
to treatment and sometimes associated with a haemolji@fend of 
anaemia occur. Several recent reports have stressed i Jt h 
value of splenectomy in such patients (Burchenal, Bowes lenis 
and Haedicke, 1947 ; Morton and Cooke, 1948). eldon 


In some of the less common proliferative diseases ogeuratiy 
lympho-reticular tissue secondary splenic pancytopenia pbstru 
a prominent feature. This is so in histiocytic medullagthe lin 
reticulosis (Bodley Scott and Robb-Smith, 1939), andij#tensiot 
one instance a satisfactory remission of some months wgattribu 
secured by splenectomy (Asher, 1946). A recent exampgperhay 
of a related condition has responded in like manner. 


A married woman aged 34 was admitted with massive spl 
megaly and moderate generalized lymphadenopathy. Th 
was thrombocytopenia, neutropenia, and normocytic anae 
without evidence of undue haemolysis. The bone marrow # 
active. Remittent fever was present. An excised lymph n0é 
showed the changes of reticulum-cell medullary reticulosis. 
radiotherapist was unwilling to treat her in view of the lew 
penia. Splenectomy restored the blood picture to normal m 
relieved all symptoms. She remains well three months af 
the operation (Fig. 11). 
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This mechanism has recently been suggested as 
explanation of the puzzling crises of acholuric jaunt 
(Dameshek and Bloom, 1948). It has long been knongt 
that in these “crises de déglobulisation” there is pom 
found anaemia without reticulocytosis but accompanied 
thrombocytopenia and leucopenia. The bone marrow @ 
show changes suggesting an arrest of erythroblastic devel 
ment while granular cells are prominent and megakaryor™ 
numerous but inactive. Splenectomy at this point is! 
lowed not only by rapid repair of the anaemia but 
release of granular cells and platelets. The hypothesis 
the enlarged spleen, as well as destroying the spherical 
blood cells, is exerting a secondary inhibitory effect 
bone-marrow function satisfactorily explains this puz 
phenomenon. 
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THE SPLEEN AND SPLENECTOMY 


The indications for splenectomy in aplastic, or refractory, 

naemia are relevant to the topic of splenic pancytopenia 

it is allowed that the spleen normally exerts an inhibitory 

fluence on haemopoiesis. The operation has been recom- 

{~~~ [mended from time to time for this disease and occasional 
ccesses have been recorded. It is the general experience 
that results are disappointing and the benefit only transient 
an Beurden, 1935). The Italian haematologists have 
ognized an indolent form of aplastic anaemia which 
ey term “ progressive myeloid atrophy ” (Ferrata, 1939a, 
Ne 11939b ; Cattaneo, 1942, 1946). Its distinction from other 
“I forms seems to depend on the speed of its evolution, but 
ood results have been reported from splenectomy in some 
yatients. Occasional examples are seen in which a 
haemolytic element is clearly present, and this consti- 
nites an indication for operation ; some would extend it 
to those whose bone marrow contains megakaryocytes, 
especially if they are inactive, and shows some evidence 
of erythroblastic regeneration (Estren and Dameshek, 1947). 


Splenectomy in Congestive Splenomegaly 
The problem of splenectomy in congestive splenomegaly 
(Banti’s syndrome) is of a different order. Observations 


an aged % 


>mmon itfat the Presbyterian Hospital in New York have shown that 
ve spletithe splenomegaly is here due to obstruction to the venous 
of spleioutflow from the organ (Whipple, 1937, 1945 ; Rousselot, 
lenectom§i940 ; Thompson, 1940). It is in fact synonymous with 
ported impbstruction to, and hypertension in, the portal venous 
| Lederriisystem, apart from occasional examples due to thrombosis 
best Gof the splenic vein. In 70% the cause is cirrhosis of the 
this tpfiver; in the remainder various extrahepatic obstructive 


althow 


resistar 


esions are present. The main danger lies in the tendency 
o rupture of the dilated venous collaterals at the lower 
d of the oesophagus. 

-It has already been pointed out that secondary hyper- 
plenism is common in congestive splenomegaly, but it is 
eldom of a degree to demand operation. Splenectomy is 
urative in thrombosis of the splenic vein, but where the 
bbstruction is of the portal trunk or its branches within 
e liver this operation has little effect on portal hyper- 
ijtension. The improvement occasionally noted must be 
attributed to the relief of secondary hypersplenism, and 
jepethaps to the removal of the splenic contribution to the 
portal blood flow, which is said to amount to 40% of the 
otal. Splenectomy cannot be regarded as a rational or 
effective treatment for congestive splenomegaly, unless due 
"0 thrombosis of the splenic vein. The operations devised 
‘a2 by-pass the obstruction by shunting the venous flow 
uvia the splenic vein into the left renal vein, or by anas- 
g'omosing the portal vein and the inferior vena cava, are 


the lew more logical, and more promising (Blakemore and Lord, 
1945; Learmonth and Macpherson, 1948). 
nths af 


Conclusion 


This review has attempted to show that, with the excep- 
tion of two mechanical disturbances—rupture and throm- 
bosis of the splenic vein—the indication for splenectomy 
is an imbalance of the delicately poised equilibrium between 
¢ haemopoietic functions of the bone marrow and the 
nhibitory and haemolytic activities of the spleen. This 
ay arise from a primary splenic disorder or be secondary 
© many forms of splenomegaly ; it may be due to hypo- 
plasia of the bone marrow or to the production of mal- 
formed red blood cells ; it may affect the erythrocytes, the 


resis | granular cells, or the platelets, severally or concurrently. 
rical gn every variety splenectomy may restore the blood to 
fect | hormal and the patient to health. 


PUAN | am grateful to my colleagues at St. Bartholomew’s Hospital for 


Permission to refer to patients who have been under their care. 
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AN OPERATION FOR THE TREATMENT 
OF STRESS INCONTINENCE 


BY 


WILFRED SHAW, M.D., F.R.C.S., F.R.C.O.G. 

Surgeon in Charge, Obstetrical and Gynaecological 

Department, St. Bartholomew’s Hospital ; Gynaecologist, 
St. Andrew's Hospital, Dollis Hill 


Although most cases of stress incontinence are seen in 
patients who have sustained injury during childbirth, the 
condition is by no means uncommon in nulliparae and even 
in young women. Clinically, in the average case the 
external meatus is patulous and the urethra is prolapsed 
downwards and forwards, with the result that the external 
meatus lies below and behind its normal situation. 


Anatomical Considerations 


Much work has been done by Curtis et al. (1939, 1942), 
and by Von Liidinghausen (1932), Kalischer (1900), Andina 
and Hintzche (1946), in particular. The plain muscle 
sphincter round the internal meatus consists of two series 
of loops. In one of these, muscle fibres pass behind the 
internal meatus with the arms of the loops extending 
upwards and forwards. The other loop passes in front of 
the meatus with its arms extending posteriorly and with 
each arm being pierced by the ureter. There is a tendency 
to describe this sphincter muscle as the “ lisso sphincter.” 

The striated muscle sphincter of the urethra, which is also 
known as the sphincter urethrae, the urogenital sphincter, 
and, more recently, as the “ rhabdo sphincter,” is much more 
complicated. Some of its fibres pass circularly round the 
urethra. Other fibres pass from an attachment to the back 
of the symphysis pubis area backwards to form a loop 
posteriorly round the urethra. A third group of fibres are 
looped in front of the urethra and then pass backwards 
laterally, to be attached to the lateral wall of the vagina. 
In another group the fibres are looped in front of. the 
urethra to interlace between the urethra and vagina and 
subsequently merge into the vaginal wall. 

There is some evidence that those cases of stress incon- 
tinence which develop after anterior colporrhaphy are 
caused by the division of the nerves which supply the 
urethral sphincter. My own view of the aetiology of stress 
incontinence is ghat most cases are due primarily to 
damage or to loss of tone of the condensation of endo- 
pelvic fascia which lies between the urethra and the anterior 
vaginal wall, which I have called the post-urethral ligament. 
This condensation consists of plain muscle tissue and is 
attached to the pubic rami on each side and to the neck of 
the bladder above. It forms a firm supporting shelf of 
tissue. The ligament cannot be displayed at operation 
except in cases of cystocele of slight degree, for if any form 
of prolapse of the anterior vaginal wall is well marked the 
tissues of the ligament are inconspicuous. It is because 
of this weakness of the ligament that the prolapse develops. 
In my view tle main cause of stress incontinence is weak- 
ness of this ligament, although damage to the urethral 
sphincter or to its nerve supply is a contributory factor. 
The radiographic findings of downward displacement of the 
urethra and the neck of the bladder in cases of stress incon- 
tinence can be explained in this way. 


‘lata is exposed by dissecting the fatty 


Surgical Methods 


Surgical treatment by the vaginal route has the object of 
forming a shelf of the para-urethral tissues beneath the 
urethra, and numerous modifications of this technique ard 
employed. Kelly's method of introducing mattress sutures 
into the neck of the bladder gives moderately good results 
It is well known that stress incontinence is usually cure 
if prolapse is treated by vaginal hysterectomy or by the 
modern modifications of the Fothergill operation. 

It is also well known that the vaginal methods are not 
always successful, and various sling methods have bee 
employed. Stoeckel’s modification of Goebel’s method, 
in which longitudinal strips of rectus fascia were brought 
down behind the symphysis and sutured together below the 
urethra, did not give satisfactory results. 
method in Vienna some years ago, but the clinical results 
were unsatisfactory. 
of bringing down transverse strips of fascia taken from the 
aponeurosis of the oblique abdominal muscles.  Millin 
(1947) introduced a method whereby the operation 
performed retropubically, and modifications have bee 
described by Millin and Read (1948), Marshall (1948), ani 
others. Studdiford (1944, 1945) has described modification 
of Aldridge’s technique. These sling operations are bein 
performed extensively at the present day, and good resuls 
are being reported. 

In the latter part of 1947 it occurred to me that the prob 
lem could be approached in another way, and the ida 
behind the method which is described below is to replace 
the weakened post-urethral ligament by a strip of fasta 
lata taken from the thigh. A preliminary report has already 
been published (Shaw, 1949). 

Selection of Clinical Material—A very large number 
patients suffering from stress incontinence attend the out 
patient department of St. Bartholomew's Hospital. Its 
important to select cases with care, for urgency and fre 
quency of micturition must be distinguished from. stres 
incontinence. The patient should be made to cough whe 
her bladder contains urine, and if the urine can be seen # 


be discharged from the meatus when the patient coughs 


stress incontinence is diagnosed. It is 
also important to exclude neurological 
causes, and in doubtful cases the 
patient is referred to a neurologist. 
Many of the patients have been 
operated upon on several previous 
occasions by the vaginal route, and 
these failures are considered to be 
particularly suitable for the operation. 


Technique 
Method of Obtaining the Fascial Strip 


The patient lies on her left side with 
the right knee flexed. An incision 7 in. 
(17.5 cm.) long is made from the lateral 
epicondyle of the femur, and the fascia 


tissues from the fascia. A strip of fascia 
lata is then taken, not less than 6 in. 
(15 cm.) and not more than 7 in. long. 
It is shaped so that it is 14 in. (3.75 cm.) 
in diameter in the middle and decreases 
at each end to a diameter of 4 in. 
(0.8°cm.) (Fig. 1). The fascial strip is 
placed upon a gauze pad soaked in warm 
saline, and the cut edges of the fascia 
lata are brought together by means of 
three mattress sutures followed by a long 
continuous suture. The skin incision is 
closed with clips. As a general rule 
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there are only one or two small 
vessels to ligate, and the opera- 
tion can be easily completed 
within ten minutes. In no case 
has there been infection of the 
wound or the development of 


about. 


Fic. 2—The incisions in the 
yaginal wall. A_ midline 
incision starts about 4+ in. away 
from the urethral meatus. An 
incision is made on each side 
from the meatal end of this 
incision. 


vagina. 


a haematoma. 
complain of pain in the wound 
for two or three days after the 
operation, but no patient has 
complained of inconvenience of 
any sort after being up and 


Most patients 


Dissection of the Urethra and 
Neck of the Bladder 

The patient is placed in the 
lithotomy position and a Sims 
speculum is introduced into the 
In the group of cases 
operated upon the cervix could 
only rarely be pulled down as 


far as the vaginal orifice. Conse- 


Fic. 3—The lateral flaps are dissected 
away and the urethra and the neck of the 
bladder mobilized. The diagram shows 
the position of the incisions made through 

the pubo-coccygeus muscle on each side 
of the urethra. 


S 


_ Fic. 4.—The fascia lata strip sutured 
into position. The upper margin of the 
strip is stitched to the circular ring of 
vaginal wall left near the meatus. The 
Sutures are not passed through the muscle 
wall of the urethra. At the other side of 
the fascia lata strip the sutures are intro- 
duced between the fascia lata and the 
front of the cervix. If the bladder can- 
not be sufficiently mobilized this part of 
the fascia lata strip is stitched both to 
the post-urethral ligament and to the 
anterior vaginal wall. 


quently the following 
procedure was adop- 
ted. Lane’s tissue for- 
ceps are placed on the 
anterior vaginal wall 
in the midline, about 
+ in. (0.3 cm.) above 
the’ meatus, and an- 
other Lane tissue for- 
ceps is attached to the 
anterior vaginal wall, 
again in the midline, 
as high as_ possible 
above the neck of the 
bladder. A _ midline 
incision is now made, 
extending from a 
point about 4. in. 
above the meatus to 
the Lane tissue for- 
ceps placed on the 
upper part of the 
anterior vaginal wall 
(Fig. 2). On each side 
a lateral incision is 
then made at the end 
of the incision near 
the meatus, and the 
lateral incisions ex- 
tend outwards to- 
wards the pubic rami. 


. The next step is to 


dissect away the two 
triangular flaps 
marked out by these 
incisions. The dissec- 
tion must be made 
with a scalpel, except 
laterally, where the 
separation can be 
made with the help 
of a piece of gauze 
wrapped round the 
finger. If the correct 
plane of cleavage is 
reached it is rare for 
severe haemorrhage to 
be encountered. The 
haemorrhage can be 
controlled to some ex- 
tent by injecting oxy- 
tocin into the tissues 
in the neighbourhood 
of the crura of the 
clitoris. The dissec- 


“ment with a scalpel. 


tion exposes the urethra along the whole of its length together 
with the neck and base of the bladder (Fig. 3). 


Fixation of the Fascial Strip to the Urethra 

The fascial strip is now held transversely. The middle of 
the upper margin of the strip is then sutured to the ring 
of vaginal wall, + in. thick, which remains around the external . 
meatus (Fig. 4). It is customary to introduce three sutures. 
At no time is the sling sutured to the muscle tissue of the 
urethra itself. Next, the posterior edgé of the sling is sutured 
to the neck of the bladder, to the upper margin of the post- 
urethral ligament, and in some cases to the vaginal wall as 
high up in the vagina as possible. This part of the operation 
is of fundamental importance, for it is intended that the sling 
shall support the urethra along the whole of its length, together 
with the neck of the bladder. If it is found possible to mobilize 
the bladder from the front of the cervix the upper edge of the 
sling is sutured to the cervix itself. 


Attachment of the Lateral Ends of the Fascial Strip 

Much preliminary work was carried out on the anatomy of 
the symphysis pubis area, and plaster models of the bones were 
made. It seemed that the most suitable inclination of the sling 
would be obtained if holes were drilled in the pubic bones 
just below the attachment of the adductor longus tendons. 
The method of suturing the ends of the sling to the rectus 
muscles above the pubis, following the course described by 
Price (1933), was discarded. The next question to consider 
was the method of approach to the bones. Initially, a curved 
incision was made through the skin of the mons with its con- 
vexity directed upwards to enclose the clitoris. It was found 
to be a simple matter to incise the soft tissues down to the 
level of the tendinous tissues attached to the bones; but 
haemorrhage was found to be troublesome, and it was neces- 
sary to divide the suspensory ligament of the clitoris. Never- 
theless, an excellent approach is obtained by this method. 
There are, however, certain disadvantages. Complete haemo- 
stasis may be almost impossible, and it was found necessary 
to leave a small rubber drain when this incision was made. 
Another disadvantage is that the lymphatic drainage of the 
vulva is cut off so that the lower flap becomes swollen, and 
this happens particularly often in elderly patients. 

Another method which was employed on one occasion was 
to make an arched incision below the clitoris through the tissues 
which lie internal to the labia minora. The exposure obtained 
is unsatisfactory, although the operation is relatively bloodless. 
This method of approach was not repeated. 

A third method of approach is to make curved incisions on 
the outer side of the labia majora at a level which allows 
the drill-holes to be made just below the attachment of the 
adductor longus tendon. It is found in practice. that there is 
much variation in the devélopment and vascularity of the 
adductor muscles which are-attached below the level of the 
adductor longus. The incision through these muscles should 
be made transversely. It is, however, by no means easy always 
to expose the pubic bone sufficiently medially to allow the 
drill-holes to be made near the symphysis pubis. 

The fourth method of approach is to make the skin incisions 
on the inner sides of the labia majora. This method of 
approach is the one being practised at the moment. It has 
the obvious disadvantage that a considerable thickness of tissue 
must be cut through before the bone is exposed. It has, 
however, so many other advantages that it is the method which 
is recommended. 

One of the most important parts of the operation is to open 
up the retropubic space on each side lateral to the urethra. 
It is possible to separate the pubo-coccygeus muscles from 
their attachment to the pubic bones with the finger, but the 
method should be regarded with disfavour. It is essential to 
cut through the pubo-coccygeus muscle near its anterior attach- 
The scalpel should be introduced lateral 
to the urethra and a vertical incision about 4 in. (1.25 cm.) 
long made through the pubo-coccygeus tendon. As the patient 
is lying in the lithotomy position there is no risk of injury 
to the bladder, and troublesome haemorrhage is rarely seen if 
a scalpel is used. A finger is now introduced through the 
scalpel incision and the retropubic space opened up. The 
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vertical incision is then made through the skin of the labium 
majus. The inéision through the skin is carried down until 
the tendinous and muscular tissues are reached. These latter 
tissues are cut through transversely until the bone is exposed. 
An assistant now introduces his finger into the retropubic space 
and a drill-hole is made through the pubic bone with a Hudson 
brace and drill. It is important to use a drill nearly } in. in 
diameter. It is possible to determine with a fair amount of 
precision the degree to which the bone has been drilled, and 
the assistant says at once when the drill emerges into the retro- 
pubic space. There seems to be little risk of bladder injury 
if ordinary care is taken. A special pair of curved forceps 
is now introduced into the skin incision, passed through the 
drill-hole, and then made to appear through the incision in the 
pubo-coccygeus tendon. The appropriate end of the fascial 
sling is now introduced into the end of the forceps and the 
forceps withdrawn so that the end of the sling appears through 
the skin incision in the labium majus. 

At this stage it is necessary to introduce a self-retaining 
catheter, because the external meatus is drawn upwards as soon 
as the other end of the sling is passed through the drill-hole 
of its appropriate side, after which there may be great difficulty 
in finding the external meatus. 

The next step is to incise the pubo-coccygeus of the opposite 
side, ta open up the retropubic space, to make a corresponding 
skin incision through the labium majus, and to make a drill- 
hole as before. The free end of the 
sling is now drawn through the drill- 
hole. If the two ends of the sling 
are pulled outwards it can be seen 
how the broad supporting hammock 
of the sling draws up the urethra and 
also brings the urethra forwards to- 
wards the symphysis pubis (Fig. 5). 
The amount of tension required is 
relatively easy to determine, for the 
catheter in the urethra indicates the 
direction in which the urethra is 
lying. 

The next stage of the operation is 
to repair the anterior vaginal wall. 
It may be necessary to excise redun- 

Fic. 5.—Showing the dant vaginal tissue, and it is not 
mode of action of the always easy to obtain good apposi- 
4 tion in the area around the external 
neck of the bladder for- meatus. The final steps of the opera- 
wards and at the same tion consist in suturing the ends of 
time draws up the meatal the sling with catgut sutures to the 
ead of the urethra. tendinous tissues in the vicinity of 
the bore-hdles. Subsequently the redundant ends of the sling 
are excised, the tissues exposed in each of the skin incisions 
impregnated with a powder of penicillin and sulphathiazole, 
and the skin incisions closed with catgut sutures. 


Critical Analysis of the Technique 

The method would probably not have been employed 
before the discovery of antibiotics and the sulphonamides, 
for the risk of the operation is clearly the development of 
osteomyelitis. Every effort has been taken to ensure asepsis. 
Penicillin powder is distributed liberally over raw surfaces 
before the incisions are closed, and all patients have been 
subjected to penicillin therapy prophylactically for three 
days after the, completion of the operation. No case of 
osteomyelitis has developed. Nevertheless, probably 
because of failure to ensure complete haemostasis, three 
cases of mild suppuration in the pubic wounds arose, 
Unless haemostasis seems to be absolute a small rubber 
drain should always be introduced into the skin incision. 

It may be argued that the fascial strip acts as a foreign 
body and may be a source of persistent sepsis if the area 
becomes infected. This has not happened. It may also be 
argued that the fascial strip becomes replaced by fibrous 
tissue so that in time the supporting effect of the sling is 
weakened. This has not happened in any case, although 
the first operation was performed more than a year ago. 


Similar remarks apply to the other sling operations i 
it is difficult to believe that the end of the fascial strip g 
the Aldridge operation receives any blood supply from i? 
abdominal attachment. Moreover, there is good rea”! 
to believe that the tissues of the fascia lata sling act as, 
organizer to the replacing fibroblasts, which themselyab. 
become similar to the cells of tendinous tissue. In favdy, 
able cases the whole operation can be completed in forty 
five minutes, and none of the patients has developed shoe 
and in no case has there been severe bleeding. 
Nevertheless, modifications have been tried. It was fou 
to be an extremely simple procedure to expose the obtuy 
tor foramen and to introduce the special curved forcep 
through the foramen to appear through the vaginal wound 


and this obturator approach was used in a series of cass§ faijur 
The theoretical advantage is that there is no risk of osteo Never 
myelitis in this method. The supporting angle of the slip pletel 
is, however, unsatisfactory on theoretical grounds. [ff eyred 
fifteen cases the obturator approach was made. In twely belon: 
cases complete cure of the stress incontinence was obtained was o 
but in three cases the symptom was not complet Of 


relieved. 

An obvious objection to my method is that a separa 
incision is made along the thigh. On the other hand,4 
scar along the thigh does not compare unfavourably witiihad t 
the abdominal scar of the Aldridge operation. To 
this objection slings of tantalum gauze were used in tw 
cases. The end-results were extremely satisfactory, butit 
was found difficult to pass the ends of the tantalum gawel; 
through the obturator foramen, and the method has m 
been repeated. by me 

One of the great advantages of the operation is that there 
is no risk of injury either to the bladder or to the urethn, 
so that there has been no case of bladder or urethral fistus§ slight 
Nor, indeed, has there been any haematuria in any of te theles: 
cases. The wide hammock-like support of the fascia laiishe si 
strip seems to be theoretically sound. Cases of persistet intere: 
retention have not been seen, although two or three patiei}to su 
had difficulty in passing urine after being up and abot incont 
Experience has shown that it is necessary for the se subsex 
retaining catheter to be kept in the bladder for ten days aftt® cured 


the operation, because patients have great difficulty in pati} patien 
ing urine when they are in bed. Consequently it has been tg toms. 
routine practice to give patients sulphamerazine and 


lactically. Some cases have developed cystitis, but in 


instances the cystitis has cleared up fairly soon. It is 
worst complication is urgency of micturition, which tem¥P prop), 
to persist in some cases for several months after the oper the be 
tion. Nevertheless, in only one or two cases have patie to reg 
been distressed by this symptom. was tr 
Resul carefu 
the lal 
So far 51 cases have been operated upon. Unfortunate |, , 
one patient died. The case history is as follows. lent 1 
The patient, aged 60, had been married for 44 years, MIF those 
had had 11 children. She had complained of stress incontine®§ +.) nj 
for four years. Her general condition was fairly good exc be no 
that her blood pressure was 200/110. A fascial sling ope At fi 
tion was performed on July 30, 1948, using the obturd re 
foramen approach, without technical difficulty. It was 0 bones 
that the patient was abnormally quiet during the first few dpgecarry \ 
after the operation. On Aug. 5 she became stuporous eal the co 
in the morning, her tongue was furred, sugar was found # the pu 
the urine, but Rothera’s test was negative. Blood chem®®@# that th 
showed : blood urea 65 mg., blood chlorides 595 mg., if the 
blood sugar 650 mg. per 100 ml. Rothera’s test now deca r,: 
weakly positive. She was seen by a general physician and this wz 
neurologist, who formed the opinion that the coma was 
to a cerebral vascular accident rather than to diabetes, in W# employ 
of the very high sugar content-and the disproportionately ¥ mee 


ketosis. The patient died at 3 o'clock that afternoon. 
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sost-mortem examination was performed by Dr. H. I. Coombs. 
The signs were regarded as those of diabetes. The operation 
rea was clean, without sepsis or haematoma and with no 
idence of injury to the bladder or urethra. The patient 
ould not have died if she had not been operated upon, but 
here is no reason to believe that the especial character of the 
speration was the dominant cause of the development of 
jiabetic coma. This fatal case is not included in the series. 


Of the other 50 cases, 15 have been operated upon by 
the obturator foramen approach for the attachment of the 
ends of the sling, and 35 have been operated upon using 


Mi hore-holes through the pubic bones. Of the obturator 


foramen cases, three have not been completely cured of 
symptoms. The other cases of this group have been cured 
of their stress incontinence, but in view of the three partial 
failures the obturator foramen method has been abandoned. 
Nevertheless, 12 of the 15 cases can be regarded as com- 
pletely cured, and the three cases that were not completely 
cured were greatly relieved. The tantalum-mesh cases 
belong to this group of 15. In both cases an excellent result 
was obtained, the patients being completely cured. 

Of the 35 cases in which drill-holes have been made jhe 
results have been satisfactory. One patient, aged 60, 


& developed a stroke six months after the operation, since 
a} when she has been incontinent, although at times before she 
ih had the stroke she was not completely free from stress 
incontinence. There is no doubt that this patient was a bad 


subject for operation, and it was always difficult to decide 
from the history whether she was suffering from stress 
incontinence, urgency, or frequency. 

In one case the approach to the pubic bones was made 
by means of a curved incision below the clitoris. This led 
to the bore-holes being placed low down, and subsequently, 
although the urethra was well supported by the sling, a 
slight degree of cystocele developed above this level. Never- 
theless, the patient was cured of stress incontinence although 
she suffered much from urgency. The case is of some 
interest because there is a tendency to maintain that failure 
to support the neck of the bladder is the cause of stress 
incontinence (Muellner, 1949). Except for the patient who 
subsequently developed a stroke, the 35 patients were all 
cured of stress incontinence. It was found that the younger 
patients were completely cured of all their urinary symp- 
toms. The older patients, however, suffered from frequency 
and urgency for some time after the operation, although 
these symptoms gradually improved with time. 

It is perhaps of some interest to record that the technical 
problem which caused most difficulty was to decide upon 
the best method of approach through the skin of the vulva 
to reach the pubic bones. Each method of approach that 
was tried had certain advantages, and it was only after very 
careful consideration that the incisions on the inner sides of 
the labia majora were selected as the most satisfactory. 

In my view the operation should be regarded as an excel- 
lent method of treating stress incontinence, particularly in 
those patients in whom vaginal methods have failed. The 
technical difficulties are not very great and there seems to 
be no risk of injury either to the bladder or to the urethra. 
At first thought the operation of drilling holes in the pubic 
bones seems to be severe, but in practice it is simple to 
carry out. Preliminary work with models had shown that 
the correct inclination of the sling can be obtained only if 
the pubic bones are drilled. It was felt from the beginning 


‘Bthat the inclination of the sling was not the best possible 


if the ends of the sling were brought through the obturator 
foramina, but as the first few patients operated upon in 
this way were relieved of theit symptoms the method was 
employed for a small series of cases. The results, however, 
Were not satisfactory in all cases and the method has been 
abandoned. 
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STEATORRHOEA AND GLOSSITIS AFTER 
ILEOCOLOSTOMY 


EFFECT OF SYNTHETIC VITAMINS OF B COMPLEX, f 
AUTOLYSED YEAST, AND LIVER EXTRACT 


BY 


ALEXANDER BROWN, M.D., F.R.F.P.S., M.R.C.P.Ed. 
Assistant, Muirhead Department of Medicine, and Physician to 
Out-patients, Royal Infirmary, Glasgow 


Pantothenic acid and inositol have for many years been 
recognized as members of the vitamin B complex. The 
former has been shown to be an essential factor for many 
animal species, in some of which deficiency is associated 
with ectodermal defects, such as dermatitis and greying 
of the hair, and with reduced alimentary motility. Inositol 
is a normal constituent of all animal and plant tissues. The 
little that is known of its role in animal nutrition suggests 
that it also is related to the maintenance of ectodermal 
tissues. The role of both these substances in human 
nutrition is still unknown. 

The case is here described of a man who had an ileo- 
colostomy performed for what was most probably regional — 
ileitis, He later developed steatorrhoea and signs of 
avitaminoses. His symptoms were predominantly alimen- 
tary, and the opportunity was taken to observe the effect 
on them of.pantothenic acid and inositol as well as of 
other synthetic vitamins and vitamin preparations. 


Case Report 


The patient had apparently been healthy until September, 
1935, when, at the age of 21, he developed pain in the right 
iliac fossa. Laparotomy revealed a swollen terminal ileum and 
dense adhesions in this region and around the caecum. The 
appendix was normal. Anastomosis was performed between 
the lower ileum and the first part of the transverse colon. The 
exact length of ileum by-passed in this procedure was not 
recorded, but from subsequent radiological examination it was 
estimated to be about 24-36 in. (61-91 cm.).. He had no symp- 
toms thereafter until about twelve months later he suffered 
from diarrhoea, nausea, vomiting, anorexia, and abdominal dis- 
comfort over a period of about two weeks. Six months after- 
wards he complained for the first time of a sore tongue, and 
his mouth felt raw where it was irritated by his dentures. 
During the next five years, although abdominal symptoms never 
amounted to more than occasional mild discomfort across the 
lower abdomen, the glossitis was constantly troublesome, 
relieved only by repeated injections of liver extract. 

Clinical and Laboratory Findings.—When I first saw the 
patient on July 21, 1945, he was in good general health. His 
tongue, however, showed general atrophy of moderate degree 
and was a fiery red at the tip and edges. No significant abnor- 
mality was detected in the abdomen. Blood examination 
revealed: red cells, 4,230,000 ; haemoglobin, 11.8 g.% ; M.C.V., 
96 »°® ; M.C.H.C., 29% ; white cells, 7,600. A test meal showed 
free HCl. The fat content of the faeces was 46% of dry matter, 
and balance experiments revealed that he absorbed only 67% 
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of a daily intake of 50 g. of fat. The glucose-tolerance curve 
was flat. Radiological examination of the bowel revealed an 
irregular pattern resembling that often seen in steatorrhoea. 
The ileocolostomy was apparently functioning satisfactorily. 
The loop of bowel short-circuited by the operation was patent, 
but was the seat of very marked stasis. 


Treatment and Subsequent Course 

With his co-operation the patient was closely observed over 
a period of almost two years. Clinical trials were carried out 
with the following synthetic vitamins: calcium pantothenate, 
inositol, folic acid, nicotinic acid, riboflavin, and aneurin. The 
effects of yeast extract (“marmite”) and of a highly purified 
liver extract (“ anahaemin”) were also observed. Details of 
this treatment and the results are presented in the Table. 

When the investigation was ‘begun sore tongue had been 
present without natural remission for over five years. It was 
then found that a highly purified liver extract was effective, 
given intramuscularly or by mouth. Yeast extract (marmite) 
produced similar results, with a threshold of effectiveness at 


* about 4 g. a day. Five courses of oral calcium pantothenate 


were given, and on each occasion benefit occurred in four days 
and complete remission of the glossitis within a week. A more 
rapid effect was obtained with a single intramuscular dose. 
Inositol on one occasion had an action on the tongue similar 
to that of pantothenate. Weekly courses of nicotinic acid, of 
riboflavin, and of aneurin, seriatim and also simultaneously, 
were without benefit. 

Before the investigation the patient suffered mild abdominal 
discomfort whenever oral symptoms improved. Throughout 
the investigation calcium pantothenate, which cured the sore 
tongue, was invariably associated with abdominal colic-like 
pain. This was so severe as to be incapacitating when a single 
dose of 100 mg. was given intramuscularly. - Oral liver and 
marmite cured the sore tongue: abdominal pain previously 
present did not recur while they were being given. Parenteral 
liver treatment had an effect similar to that of oral panto- 
thenate in aggravating or producing abdominal symptoms. On 
the occasion when inositol seemed to cure the sore tongue 
abdominal pain disappeared, but when abdominal pain was the 
only symptom it was not affected by inositol. Radiological 
examination of the alimentary tract at the height of abdominal 
symptoms after the administration of 100 mg. of pantothenate 
intramuscularly revealed pronounced duodenal spasm and an 
exceedingly active and irregular spastic small bowel. There 
was no chemical evidence that calcium pantothenate improved 
absorption of fat or glucose. 


Results of Treatment 


* Pantothenic Acid—The uniformity of the response to 
calcium pantothenate on six occasions during a prolonged 
period of observation is regarded as justifying the con- 
clusion that it had an effect analogous to that of other 
known vitamins in their respective avitaminoses. The 
effects of pantothenate in this man were in some respects 
similar to those which have been attributed to the vitamin 
in animals. It had a rapid curative action on his abnormal 
buccal mucosa (ectodermal tissue) and it increased his 
intestinal motility. It did not, however, restore to normal 
the disordered intestinal motility or improve carbohydrate 
or fat absorption. 

Inositol.—Inositol and. pantothenic acid have been shown 
to be related biologically, and their similar actions on the 
glossitis are interesting in this respect. The fact that 
inositol did not induce abdominal pain is in keeping with 
the absence of any specific effect on alimentary. motility 
in animals. 

Folic Acid—Glossitis was not present when folic acid 
was used effectively in the treatment of abdominal pain. 
The relation of folic acid to this symptom is obscure, but 
it is interesting to compare this effect with the beneficial 
action of the vitamin on the radiological appearances of 
the small bowel in cases of the sprue syndrome (Darby, 
1947 ; Ferguson and Calder, 1948). 


Barrie 
MeEpicat Je 
Results 
Date Treatment* 
Glossitis Abdominal Pain 
945 
July 21 | Before starting treat- +++ None 
ment 
» 28 | Nicotinic acid, 150 mg./ +++ Vagus 
day for 7 days 
Aug. 4 ——. 18 mg./day for +++ Vague 
Riboflavin, 6 mg./day +++4+ None 
for 7 days 
» 18 |} Anahaemin, 2 ml. i.m. ++++ None; then a 
(single dose) Healed by Aug severe almost 
23; for 7-8 days 
within a week 
Sept. 1 acid, ) 
or 
Aneurin, 18 mg. fa +++ Remained mild 
il jays 
» 8 sy g./day for ++++ Mild: disappeared with, 
ly i ed al 
December 
» | Marmite, 4 g./day for | Still healed, but 
7 days relapsed in 4 
days 
Oct. 6] Anahaemin, | ml./day +++ 
for 7 days Healed complete- 
ly by 7th day . 
»» 13} Anahaemin, 0-5 ml./day | Remained healed | None vague in Dece 
‘ for 7 days until Jan., 1946 
Jan. 12 + Slight 
++ Slight 
26 | Calcium pantothenate, +++ Pain within 48 hours ¢ 
50 mg./day for 4 days | Healed by Sth Ist dose almost dail 
day: for 6 days: gradual 
by 10th day lessened to 10th dy 
Feb. 7 ++ Vague 
1 ‘or om jours 
to 14th day; almost daily for 
then recu days; then less sever 
a Less severe 
Mar. 2) for | Heaied’ from Sth | 48 hours of ist dx 
‘or ys rom 
7 to 2Ist day; for 12 days almo 
then recurred daily 
a B + Less severe 
| he Slane, bet 
Apr. ium itothenate, ++++ one, but ¢ 
‘i 100 a tae (single | Improved by 48 in 24 hours; lasted} 
dose) hours; almost days, then less sever 
complete remis- 
sion for 10 days 
ay for jays o effect dimi 
May 4 | Nicotinic acid, 50 m +++ Slight 2-3 a week 
i.m. every 2nd day 3 
doses) 
ontlt May | Completely ‘heal 
mg./day until May | Completely - 
26 May then almost daily 
to 
ed be 
(si itis di 
Fespond to this | within 6 hours of th 
dose dose 
June 1 | Inositol, 37-5 mg./day + Pain disappeared with 
for 7 days Slight improve- 48 hours of Ist dos 
ment by June 8 
» 8 | Inositol, 75 mg./day for + 
7 days No further im- 
provement 
» 15 | Calcium pantothenate, + Absent. Recurred witht 
100 mg./day for 7 days | Hzaled complete- |. 3 days; then mode 
ly by Sth day Saily severe almof 
» 22 | Anahaemin, 2 ml. i.m. | Still healed; re- 
(single dose) -_" so till 
Aug. 3 | Inositol, 37-5 mg./day 4+ Still severe daily 
for 2 weeks Marked improve- 
ment by 7th 
14th 
Vague 
» 17 | Inositol stopped , Healed Absent 
Sept.- Liver extract (i.m.) from | Remained healed | Rarely more than dq 
Jan. time to time or two without mil 
1947 pain, which gradual 
in 
Jan. 25 | Folic acid, 15 mg./day | Still healed Daily _ severe. Rapi 
for 2 weeks . improvement. Abs 
from Sth day apa 
from flatulest 
Feb. 8 | Folic acid, 20 mg./day isap| 
” 1 i i * 
3 Folid acid Pain retu 
y 
. im. Complete relief for! 
22 | Folic acid, 15 mg. i.m og he i 
‘ore 
Mar. 1 me 30 mg./day for No relief 
ys 
» 15 | Folic acid, 20 Complete 
mg./day ath day 


* All treatment is oral unless other method of administration is specified. 
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In considering the effects of individual vitamins the pos- 
sible biological interrelationships of inositol, pantothenic 


role of folic acid and biotin were reviewed by Wright and 
Welch (1943), who confirmed the previous findings. It is 
evident that utilization of pantothenic acid depends on the 
availability of the other two substances, at least in the 
experimental animal ; and pantothenic acid seems to induce 
intestinal synthesis of inositol (Woolley, 1942). The results 
of these investigations are of course not necessarily appli- 
cable to man, but they at least serve to indicate the probable 
complexity of the problem. 

Yeast and Liver Extract—The beneficial action of these 
two complex substances might at first sight be explained 
on the basis of their pantothenic acid content. This is by 
no means certain, since anahaemin is stated by the makers 
to contain only about 0.001 mg. per ml., and marmite only 
about 0.06 mg. per g. Thus 1 ml. of anahaemin per day 
orally (0.001 mg. of pantothenic acid) was rapidly curative, 
and 4 g. of marmite daily (0.24 mg. of pantothenic acid) 
allowed symptoms to recur. On one occasion 76 mg. of 
calcium pantothenate by mouth failed to cure the ‘sore 
tongue, and on several occasions the administration of 
100 mg. was no more effective than oral anahaemin or 
marmite, and the improvement was short-lived compared 
with the long remission which followed oral liver therapy. 
Finally, the effect of oral liver and of yeast extract on 
alimentary symptoms was different from that of calcium 
pantothenate. Admitting the possibility of coincidence and 
of natural fluctuations in the clinical state, it does seem 
probable that anahaemin and marmite were effective by 
virtue of a factor other than pantothenic acid or ‘inositol. 
The minute amount of this active principle required recalls 
the activity of folic acid and of vitamin B,, in Addisonian 
pernicious anaemia and in the sprue syndrome. In this 
case observations on folic acid did not reveal the scope of 
its action. 

Whatever this active principle is, it seems probable that 
lack of pantothenic acid was responsible for the glossiiis, 
and that administration of calcium pantothenate repaired 
this deficiency and stimulated bowel activity. Pantothenic 
acid deficiency was not responsible for the disordered bowel 
activity, and when this was stimulated pain resulted. As 
an alternative explanation it might be suggested that the 
administration of calcium pantothenate replaces one defi- 
ciency and at the same time aggravates other coexisting 
deficiencies in a manner analogous to the development of 
beriberi or ariboflavinosis in pellagrins treated with nicotinic 
acid (Sydenstricker, Sebrell, Cleckley, and Kruse, 1940). 


Aetiology of the Defects 


In the past, organic disease of the intestine, with or with- 
out operative intervention, has been reported in associa- 
tion with defective fat absorption, signs of deficiencies of 
vitamins of the B group, and macrocytic anaemia. In a 
review of the lit@yature Barker and Hummel (1939) referred 
to 51 such cases. Steatorrhoea is not a commonly recorded 
feature of regional ileitis. Bockus (1945), in reviewing this 
condition, made only passing reference to occasional 
avitaminoses and steatorrhoea in the untreated case. Nor 
is steatorrhoea a commonly recorded sequel to the opera- 
tive treatment of this condition ; but in stressing the need 
for a high protein diet and liberal intake of vitamins of the 
B complex in order to avoid the development of serious 
nutritional disorders Brown and Donald (1942) gave the 
impression that such conditions may be more common 
than is indicated by the available literature. 

Conditions such as alimentary and peritoneal tuberculosis 
and extensive infiltration by lymphosarcoma or lymph- 


acid, and folic acid are important. Investigations on the . 


adenoma may interfere with absorption in a mechanical 
fashion, but the occurrence of steatorrhoea and deficiency 
states in association with local disease or stricture is not 
so readily explained. Whether the effects are due to reduc- 
tion in the absorbing surfaces or whether there is in 
addition some other disturbance—e.g., in the bacterial flora 
—which might interfere with the requirement for optimal 
absorption is not known. In favour of some additional 
factor is the observation that massive resection of the 
intestine in man is compatible with survival and good 
health. Prioleau (1943) reported such an instance which 
followed the removal of about 12 feet (3.65 metres) of 
small bowel and 1 foot (30 cm.) of large bowel. Elman 
and Read (1945) reported extensive resection of the small 
bowel and the right half of the large bowel with sub- 
sequent gain in weight and normal alimentary function on 
an unrestricted diet. From a review of 257 cases in which 
over 6 feet (1.83 metres) of small intestine had been 
removed Haymond (1935) concluded that resection of over 
half (11 feet (3.35 metres) in the average individual) was 
likely to give poor results. ‘ 

In the present case no bowel was removed and the extent 
of the disease was relatively small, yet some time after 
operation, when activity of the disease was no longer evi- 
dent and when the previously abnormal portion of bowel 
was found to be patent, steatorrhoea and avitaminoses 
were well established. It is impossible to be certain that 
the disease and the ileocolostomy and the subsequent ill- 
ness were related as cause and effect, but in the past intes- 
tinal strictures have been found to cause similar distur- 
bances, which on occasion have been cured by removal of 
the affected part. Barker and Hummel (1939) described the 
case of a man aged 56 who developed a megaloblastic 
anaemia and a sore tongue after ileocolostomy for “ non- 
specific ileitis.’ The by-passed loop of small bowel and 
colon was left as an alternative channel for alimentary 
contents as in the present case. - 


The clinical and haematological features of sprue were 
described by Wintrobe (1942) in a patient in whom exten- 
sive resection of intestine had been performed. Temporary 
improvement occurred when at a later date a blind loop 
of bowel was removed. Watson, Cameron, and Witts (1948) 
mention the occurrence of megaloblastic anaemia without 
steatorrhoea following ileo-ileostomy performed to by-pass 
a subacute obstruction from regional ileitis. The possibility 
again arises that in some instances at least a factor other 
than reduciion in surface may contribute to the develop- 
ment of deficiencies. A possible mechanism in such circum-' 
stances is by the alteration in the bacterial flora. This 
raises the old idea of “ intestinal toxaemia,” but in a new 
form. 

Horster (1935) was able to induce anaemia and hepatic 
damage in dogs by the production of strictures or blind 
pouches in the intestine, and to prevent these changes by 
the oral administration of trichlorcresol. In addition he 
made the interesting observation ihat intramuscular injec- 
tion of liver extract (“campolon”) was equally effective. 
Watson et al. (1948) showed that in rats the production of 
blind loops in the small bowel often resulted in macrocytic 
anaemia which responded to treatment with liver extract 
(anahaemin). The development of this anaemia appears 
to be in some way related to dilatation of the loop and 
stagnation of its contents. 

Marrow smears made from rats with macrocytic anaemia 
showed normal or increased cellularity, with an increase in 
the proportion of earlier red cell precursors. Although 
none of these corresponded exactly to the megaloblasts of 
human pernicious anaemia, in some cells the arrangement 
of nuclear chromatin was looser than normal and there 
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was occasionally seen a nuclear pattern approaching that 
of the typical megaloblast. It is at least possible that in 
these animals and also in the cases discussed alimentary 
stasis in the loop led to an alteration in the bacterial flora 
of the intestine and disturbed the elaboration or utilization 
of essential vitamins. It is also possible that the liver 
extracts in experimental macrocytic anaemia, and yeast 
and liver extracts in the present case, had an effect 
analogous to that of folic acid and biotin, which have been 
shown to reverse many deficiencies produced in the 
experimental animal by sulphaguanidine or sulphasuxidine. 


Summary 


The case is described of a patient who developed steator- 
rhoea and persistent glossitis and stomatitis after ileocolostomy 
for probable regional ileitis. The oral manifestations of the 
case were controlled on separate occasions by calcium panto- 
thenate given orally or intramuscularly, by inositol given orally, 
by yeast extract (marmite), and by oral or intramuscular admini- 
stration of a highly refined liver extract (anahaemin). 

Calcium pantothenate was effective against the glossitis but 
invariably aggravated abdominal symptoms, particularly when 
given intramuscularly. Anahaemin given parenterally produced 
abdominal pain in less degree. Given by mouth, anahaemin, 
marmite, and also inositol cured the sore tongue but did not 
provoke abdominal discomfort. Folic acid relieved the colic, 
but its action on the tongue could not be determined because 
glossitis was not present at this time. Neither fat absorption 
nor glucose absorption was improved by the administration of 
calcium pantothenate. Nicotinic acid, riboflavin, and aneurin 
had no effect on the glossitis or on the abdominal symptoms. 

It is suggested that the action of the yeast and liver extracts 

_ was due not to their content of pantothenic acid but to the 
presence of some other factor or factors which restored existing 
deficiencies in a more balanced manner, leading to improvement 
in both oral and alimentary disturbances. 

The possible mechanism of the development of the steator- 
rhoea and the associated avitaminoses is discussed, and it is 
suggested that alteration in alimentary flora and consequent 
reduction in the availability of essential factors may be at least 
partly responsible. 


I am grateful to Professor L. J. Davis for his advice in the prepara- 
tion of this paper; to British Drug Houses, Ltd., and the Marmite 
Food Extract Co., Ltd., for information regarding pantothenic acid 
content of anahaemin and marmite respectively ; and also to Dr. F. 
Wrigley, Director of Medical Research, Roche Products, Ltd., for 
providing the calcium pantothenate and inositol used in this 
investigation. 
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Since local health authorities are having difficulties in providing 
ambulance services, the Ministry of Health has asked hospital boards 
and management committees to 1eview their arrangements for calling 
on ambulance services, to see whether fewer calls can be made. The 
greatest increase in calls has been for sitting cases taken by car to 
and from out-patient departments. The Ministry would like hospi- 
tals to hold clinics at times that fit in with the local bus services, and 
to arrange for out-patients living near together to attend for treat- 
ment at about the same time. The circular also points out that 
patients, even stretcher cases, can be comfortably conveyed long 
distances by rail instead of by ambulance or car. 


THE PROGNOSIS OF CERTAIN 
HYSTERICAL SYMPTOMS 


BY 


A. BARHAM CARTER, M.D., M.R.C.P., D.P.M, 
Physician to Ashford Hospital, Middlesex 


Thirty years ago MacCurdy (1918), discussing the treatment 
of hysteria, said that any physician with enough sympathy, 
interest, and common sense could obtain good results jp 
many of these cases. He was referring only to the im. 
mediate outcome, and it is now agreed that even without 
the above requisites most doctors can get rid of a hysterical 
symptom. The present psychiatric view is that this is not 
always desirable, nor does it really help the patient, as he 
or she remains ill-equipped to stand up to the future strains 
that life is bound to impose. 

' This report is a simple account of what has happened to 
a number of patients who showed clear-cut hysterical symp- 
toms, who were treated in a rather superficial way, and who 
have been followed up from four to six years after dis- 
charge from hospital. 

Material 


Gne hundred cases presenting various types of hysterical 
symptom were selected from 212 consecutive cases labelled 
as hysteria. All were seen either as in-patients or as out- 
patients in two large civilian general hospitals from 1939 
to 1943. The selected cases were followed up from four 
to six years, to the beginning of 1947. 

The selection was made by taking only those cases show- 
ing clear-cut, isolated, and easily. recognizable symptoms, 
so that the symptomatological prognosis could not be mis- 
taken. The cases not included showed a more diffuse and 
complicated symptomatology, often with objective and sub- 
jective disorders of sensation. Each of the selected cases 
showed one of the following symptoms: amnesia, aphonia, 
blindness, fits, paralysis, tremor, or vomiting, and the prog- 
nosis was very simply judged on the presence or absence 
or replacement of this symptom after a given time and on 
the rapidity and frequency of relapse, if any, during this 
time. 

The follow-up was atlécessful in 90 of these cases, the 
remaining 10 being untraced. The actual material for study 
is therefore 100 cases with immediate results and 90 witha 
follow-up. 

Definition. —Hysteria is here used to describe a form of 


psychoneurosis in which an emotional problem has been ¥ 


wholly or partly avoided by the development of a physical 
symptom which in itself may be symbolic of the presum- 
ably unconscious motivation, thus differing from other 


Table Showing Analysis of Cases and Results of Follow-up 


Condition Follow-up Results, 1946 
No. | on Discharge (4 to 6 Years after Discharge) 
wood’ * N | Not 
ot 
Rece’d Impvd. Well | Impvd. ) Worse T’cd. 
Amnesia . . 23 23 0 17 1 
Aphonia:. | 29 | 29 | o | 19] 8 1 
3 3 0 3 0 0 0 0 
Fits 6 2 4 2 0 1 1 2 
Paralysis 23 18 5 18 0 2 2 1 
Tremor 10 10 0 4 0 4 0 2 
Vomiting 6 5 1 3 0 0 2 i 
Total |100 | 90 | 10 | 6 | 9 . 7 | 10 


psychoneuroses in which the symptoms are coloured by 
a fixed or diffuse anxiety or tension, and from malingering, 
in which the motivation is conscious. 

Analysis of Cases,—The accompanying Table gives 4 
simple analysis of the cases according to the symptoms. 
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The patients were from 16 to 40 years old 3 60 were fema'es 
and 30 were Service cases. “Precipitating factors were 
present in every case ; some were more dramatic than others 
and a few were fairly difficult to elicit. Loss of memory 
often coincided with the end of a leave period ; loss of 
voice and loss of power with direct evidence of enemy 
action; tremor with the sudden realization of fear; and 
blindness with the sight of something unpleasant or of 
someone thought dead. Since only the prognosis of symp- 
toms is being considered, no other analysis, such as of 
previous personality, of family, or of physique, has been 


attempted. 
Treatment 


It is generally agreed that if a hysterical symptom is to 
be removed it can best be done by suggestion, and the 


following methods were used: 5 
(a) Direct Suggestion—This involved the simple statemen 
that a symptom will disappear and normal function return, 
followed by an examination and by a command to employ the 
previous non-functioning part. Alone this was of value only 
in cases of mild disability, such as aphonia, but was of con- 
siderable help as part of other methods of suggestion. 

(b) Indirect Suggestion —This implied the ignoring of symp- 
toms such as fits or vomiting either completely or by pointing 
out that they were unimportant. One part of this method, not 
sufficiently realized by many, was to refrain from inquiry about 
the progress of a hysterical symptom. 

(c) Hypnosis ——There is no need to describe the technique of 
this form of suggestion, which, although very effective at first, 
tends to be used less and less by the physician who continues 
to interest himself seriously in psychoneurosis. It has often 
been said that the theatrical atmosphere and the unfortunate 
history of hypnosis have a tendency to produce an unusual state 
of mind in the doctor practising it. 

(d) Suggestion under Thiopentone.—This method was used in 
all severe cases of hysteria and will probably replace hypnosis 
as the method of choice in suggestion therapy, particularly in 
general hospitals. The technique of this therapy, although well 
known to psychiatrists who practise narco-analysis, may be of 
interest to those physicians who like to do their own psychiatric 
work so far as is possible. 

The patient was usually seen the day before treatment, spoken 
to about, his illness, and thoroughly examined. He was told 
that his condition was a genuine illness caused by some shock 
to his nervous system, and that this had caused his brain to lose 
its normal control over the part of the body affected. He was 
told that he would regain normal gentrol of all his functions 
and be well again, that his case Was in no way unusual, and 
that recovery would occur the next day with treatment. 

The next day he was, if possible, removed to a single room. 
The thiopentone was prepared (0.5 g. in 10 mi.); 2 ml. was 
injected and the patient was told he was feeling drowsy and 
more relaxed. When he began to yawn or to snore slightly he 
was told that his ability to move or see or feel was returning, 
and that he was recovering rapidly. He was then given orders 
to move the limb and was shown the limb moving, and when 
normal function was established he was aroused and asked to 
say how it all happened. Not infrequently there was a rush 
of emotionally charged memory, with tears, shouts, and vivid 
descriptions. 

The above forms of suggestion treatment were all followed 
by an important routine. No one was allowed to ask the 
patient how the affected part was, and full recovery was 
accepted as a fait accompli. Then the patient was given 
two or three interviews and his or her story was listened 
to sympathetically, with interest and without haste ; and, 
indeed, more good seemed to come from listening than from 
talking, as patients often found a more satisfactory solution 
to their problems without further prompting. Environments 
often needed changing, but more frequently the patient's 
assessment of his environment was biased by his own 
feelings of self-importance, and a change in his approach to 
such problems was essential. The most diffcult emotions 


to deal with were resentment and self-pity, and encourage- 
ment and stimulation of morale were needed to make many 
of these people realize that what a man believes of himself 
is more important than what others think of him. 


Analysis of Results 
The results have been analysed in the same way as the 
cases, under the headings of each symptom (see Table). 


Amnesia 

All the 23 patients showing hysterical amnesia recovered - 
their memory within seven days, 18 of them on the second 
day with the help of direct suggestion or mild hypnosis. The 


‘remaining six were reassured, and were allowed to move freely 


about the ward and recover gradually without any active inter- 
vention. Two cases remained amnesic after six days and werc 
given suggestion under thiopentone with success. 

The impression given to the physician was that many of these 
people had committed some social crime; 12 of the patients 
were young soldiers absent without leave and were avoiding 
the consequences of their action. The value of this particular 
symptom as a protection is obvious enough, and if the patient 
can be assured of his sanity and the return of his memory it~ 
is perhaps better to leave him alone until he feels consciously 
or unconsciously that he can face his environment. Alli these 
patients were men between the ages of 18 and 30 with no 
previous history of hysterical symptoms—an interesting and 
well-recognized sex incidence. 

Follow-up.—Twenty of these patients were seen again from 
four to six years later, three being untraced. Of the 10 Service 
patients, five had been discharged from the Army as psycho- 
neurotic and had received no punishment for their crimes ; 
they had had no active psychotherapy except a sympathetic 
attitude and a course of training for civilian work. All were 
well and at work, although their attitude towards life remained 
mildly resentful. The other five Service patients had been 
retained in the Army, had fought in France and Germany (two 
with distinction), and eventually had been discharged well. 
They were all cheerful and at work, and were rather embar- 
rassed at being reminded of their loss of memory. Of the 
10 civilian cases, six had not relapsed, two had relapsed once, 
one more than once, and one was in a mental hospital suffer- 
ing from schizophrenia. Of the two difficult cases that took 
a week to recover, one was the schizophrenic and the other had 
relapsed with amnesia and had developed a tremor as well. 


Aphonia 

These 29 patients, 20 of whom were women, all recovered 
their voices with direct suggestion and without very much diffi- 
culty. There was in every case a strong tendency to immediate 
relapse, but reinforcement of the suggestion dealt with this. 
A very simple technique was used. The patient was asked if 
she would like her voice back and was then requested to ccugh. 
She was informed that if she could cough she could speak, and 
the throat was examined firmly, often with the production of 
gagging and an inarticulate sound. This was gradually trans- 
formed into articulate speech by telling her to repeat simple 
words. Very little else was done for these patients, since the 
symptom was a minor one and not associated in this series with 
deep psychological disturbances. They all seemed reasonably 
well adapted to environment, and many were of the emotion- 
ally labile and sensitive type with a tendency to tremor and 
“nervousness.” In 15 of the 20 women the aphonia had 
followed a catarrhal laryngitis. - 

Follow-up.—Ninetegn of these cases had remained well, 
although they still confessed to nervousness and sweating and 
an unreasonable fear of difficult situations. Two had relapsed, 
with loss of voice persisting up to six weeks following sore 
throat and laryngitis. Seven cases were difficult to assess ; these 
patients said that they always lost their voice if they became 
embarrassed, worried, or unhappy. They did not seem to be 
inconvenienced by this, and always regained it when the trouble 
had departed. The final impression obtained was that aphonia 
by itself is a symptom of only mild mental dissociation and has 
a good prognosis. One case was untraced. - 
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Blindness 

Only three cases of blindness were seen, and all in 1941. One 
was a battle casualty who had seen his best friend decapitated, 
one a woman who had seen her child burnt to death, and the 
third a woman whose husband, believed dead, had returned at 
a rather embarrassing moment. All were treated by hypnosis, 
recovered, and are now well and happy. A simple explanation 
was given to each one, but no other psychotherapy except an 
attempt at softening the blow and uncovering a feeling of guilt 
in the two women. 

Fits 

The six cases showing hysterical fits were more difficult to 
deal with. They were treated by indirect suggestion, no impor- 
tance being attached to the attacks. When these recurred in 
the ward the patient was moved gently out of the way and 
allowed to lie on the floor. With this treatment the attacks 
became less frequent and less severe in every case, but cnly two 
lost the tendency completely. The remaining four replaced the 
true fits by “ black-outs,” attacks of vertigo, and “ fainting 
attacks.” These four cases seemed to have considerable 
instability, and were referred to a psychotherapist. 

Follow-up.—The two who had improved most in hospital 
remained weil; one committed suicide three years later after 
in-patient treatment in a mental hospital as a schizophrenic ; 
one had remained partially well and was at work, but com- 
plained persistently of black-outs. Two were untraced. 


Paralysis 

Twenty-three cases of hysterical paralysis were treated by 
hypnosis before 1942 or thiopentone suggestion after 1942. The 
cases themselves were interesting because in every one the legs 
were affected, and in three the arms as well. In 10 cases all 
limbs were freely movable in bed by the patients’ own efforts, 
but walking was impossible or very difficult. e 

Immediate treatment produced dramatic recovery in 15 cases. 
The remaining eight were treated again next day and the 
required result obtained in three of them. Five cases failed 
to respond, and every one of these had on admission the power . 
to move the legs in bed combined with inability to walk or 
stand. These were referred to a psychotherapist. In all the 
recoveries an eventual sorting out of some of the mental con- 
flicts was obtained without much trouble. The patient was told 
his memory for walking had now returned and had formerly 
been lost because of some worry, trouble, anxiety, or some 
situation of either real or imagined difficulty. The enormous 
confidence obtained from the removal of the symptoms seemed 
to help the patient to overcome any diffidence in his relations 
with the physician and to unburden himself of his deepest 
troubles. It was less easy to find a reasonable solution of his 
difficulties, although often it was sufficient to make a few 
suggestions and tell the patient he must choose the eventual 
path himself. 

Follow-up.—Fourteen cases remained well without further 
trouble ; three became well and had relapsed twice in three 
years but were now well. One case recovered after two injec- 
tions of thiopentone, but is now paralysed again and refuses to 
see a doctor professionally, although she allows herself to be 
wheeled up by her elder sister for follow-up purposes. Of the 
five failures after thiopentone, one responded to a deep psycho- 
therapeutic regime, one became an obsessional psychotic, two 
remained apparently unchanged, and one was untraced, so that 
18 eventually made a good recovery. 5 


Tremor 

The 10 cases of hysterical tremor were very deceptive. They 
all recovered with suggestion under thiogentone ; four relapsed 
in two or three days, but recovered again on repetition of the 
dose. All these patients were loud in their praise of the wonder- 
ful treatment, and discussed their difficulties almost with relish. 

Follow-up.—Eight out of 10 were traced. Four of these 
relapsed within a year, and are still trembling away without 
much incapacity. None is willing to see a psychiatrist. The 
other four are well and earning their living. This is a very 
poor and rather humiliating follow-up after an apparently very 
successful beginning, and supports -the psychiatric axiom, 
“Beware of praise from a hysteric.” 


Vomiting 
Six cases of hysterical vomiting, three of them in y 
were encountered. The treatment of these was indirect Sugeey 
tion—ignoring the seriousness of the symptom, giving no speci JNO 


anal 


diet except a full normal one, and assuring the patient thy Luff ¢ 


starvation would not occur. Questions about the patient's pp 


of psycl 


gress or the occurrence of vomiting were avoided, and a genenjfg98 an 


* playing down ” of the whole affair seemed to start the improy. 
ment. Five of these cases had lost their vomiting in a monj 
and appeared well on discharge. The sixth patient continua 
to have the symptom intermittently and discharged herself frog 
hospital. 

Follow-up.—Three cases remained quite well, one develope fi 
an obsessional neurosis and remained a burden to her family jy 
spite of analytical psychotherapy, and one was untraced. Th 
sixth case was run to earth in a children’s day nursery ; she ha 
apparently been to no fewer than seven hospitals with near) 
every hysterical symptom imaginable. Her most recent exper. 
ence had been a hysterical retention of urine treated by 
suprapubic cystotomy, of which she was very proud. 


Discussion 


The prognosis of neurosis is said to depend on the age, 
personality, and intelligence of the patient and on the dura. 
tion, nature, and severity of the disorder. Certain of thes 
factors are constant in this report: the age group was that 
of the young adult ; the intelligence of each patient seemed 
not greatly above or below the average ; and the nature 
and duration of the disorder were those of acute recent 
hysteria. The variants are the personality of the patient 
and the severity of the disorder. This report is lacking in 
any adequate personality investigation, as if this is to be of 
value it must be done by a psychiatrist ; the severity of the 
disorder is the only explored and known variant. 

In a general study of recent hysterical states Kennedy 
(1940) says that it is impossible to form an opinion about 
the future on the basis of symptomatology alone. Fortv- 
nately he also says: “ Though often misleading until all the 
causative factors are known, the nature of the actual symp- 
toms, apart from their general type, is of great prognostic 
value.” 

This tendency, in an estimation of the prognosis of 
hysteria, to discount the symptom and pay much greater 
attention to the previous personality and behaviour of the 
patient is supported by current psychiatric opinion, which 
rightly holds that the removal of the symptom cannot 
possibly affect the underlying personality that produced it. 
In fact, many psychiatrists condemn the formal removal of 
the disability, claiming that good psychotherapy will allow 
the patient to cast off his symptom without any direct 
reference to it. 

The wider view of prognosis in conversion hysteria has 
been studied in military psychiatry both here and in 
America. Miller (1940) states that of all the severe neuroses 
conversion hysteria showed the highest percentage of men 
returning to duty rapidly, but assessment of relapse was 
impossible owing to difficulties of follow-up. A compre- 
hensive survey of readjustment to civilian life was made 
in America in 1919 and 1924 on 830 cases of “ war 
neurosis ” (Medical Department of the U.S. Army, 1929), 
and in the 1919 survey the majority of hysterics were having 
difficulty in readjustment and little more than half were 
able to earn their own living. In 1924 this group showed a 
higher proportion of readaptation, 75% being at work. 

A comprehensive survey of prognosis was made by Ross 
(1936), who analysed the results of the Cassel Hospital 
patients admitted from 1921 to 1933. Taking all the psycho- 
neuroses, he finds that after one year 45% are well, after 
three years 40%, and after five years 34%. Unfortunately 
60% were untraced in this sixth year follow-up, so that his 
recovery figures may be too low. Analysing cases of 
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PROGNOSIS OF CERTAIN HYSTERICAL SYMPTOMS 


ria alone, he found that at the end of four years out 
a bf 89 cases 43 were well, 23 improved, and 23 unchanged. 
o analysis according to symptomatology was made. 
Luff and Garrod (1935) analysed the results in 500 cases 
of psychoneurosis treated at the Tavistock Clinic between 
1928 and 1931. There were 75 cases of hysteria, and on 
discharge 13 were “ much improved, improved, 
‘slightly improved,” and 20 “not improved.” After three 
years the figures read in the same order 17, 21, 6, and 16, 
he remaining 15 having relapsed. The “ much improved ” 
and “improved” groups are taken together to give a 
“relieved ” figure of 50.6%, which after three years is the 
same as on discharge ; these people were at work, and the 
“much improved ” group would here be labelled “ well.” 
h— This present report shows a higher symptomatic recovery 
rate than that obtained by other authorities, as 83% of 
! patients were still at work for four to six years after dis- 


- charge. This result has occurred in spite of inadequate 
psychotherapy, and the factors determining this outcome 
1 the age must be considered. 
the dura. | Zhe selection of patients with a florid, clear-cut sympto- 
1 of thes: matology and the comparative absence of cases of chronic 
was thai hysteria in this series have probably improved the prognosis 
1t seems 28 2 whole. Patients may also have come somewhat earlier 
1e natyre § 22d been more co-operative initially at a general as opposed 
te recen§ 0 2 psychiatric hospital, and the importance of an unusual 
© pation § Precipitating factor such as aerial bombardment may not 
icking in have been sufficiently stressed. These four considerations 
to be off taken together form quite a weighty bias towards natural 
ty of the B Tecovery. Moreover, although it is not always possible to 
know what standards are used by others in judging recovery 
or improvement in Ppsychoneurotic patients the recovery or 
n abead otherwise from a disabling symptom is easy to judge. Per- 
Forty haps not even one out of the 66% who are here labelled 
1 all the well four to six years after treatment might be thought 
1 symp. recovered at all in the psychiatric sense, although he or 
>enoatic she is back at work, symptom-free and feeling well. There- 
fore this investigation of the prognosis of certain hysterical 
} symptoms is not comparable with the results of others who 
Osis of Bi have given statistics regarding the prognosis of psycho- 
re neurosis in general or in particular. 
which Relation of Particular Symptoms to Their Prognosis 
not Owing to the small number of cases and the numerical 
mal variation of each particular symptom only a suggestion of 
ale certain trends in prognosis is justified, and no one symptom 
dual can be labelled malignant or benign. Aphonia and amnesia 
seem to have an excellent immediate outcome—probably 
s whatever treatment they receive within reason—and the 
1a has result seems to be maintained in the follow-up. Paralysis 
nd in § showed a slightly less favourable result, but 18 out of 23 
uroses § were well five years after leaving hospital, although these 
f men § were not quite the same 18 that recovered immediately, as 
© Was § one of these relapsed and one of the early failures recovered 
oe after expert psychotherapeutic treatment elsewhere. 
ep Tremor was the one symptom that supported the psychia- 
929) tric theory that removal of a hysterical symptom is quite | 
will unrelated to improvement of the psychoneurotic illness 
ail itself. The immediate recovery of all 10 cases and the 
follow-up finding of only four well out of 10 speaks for 
ved & itself, 
Row Fits appear to be a more difficult immediate problem, 
pital ma two out of six recovered in hospital ; these remained 
re Vomiting was more hopeful at first, five out of six stop- 
stely Ping this symptom in hospital; only three of these were 
+ his Well five years later. 


Blindness was found in only three cases, and these seem 
to have made an excellent recovery. 


; of 


Conclusion 


There is very little to add on recapitulation. The word 
“recovery ” will never mean the same to a psychiatrist as 
to a physician, and one can only try to correlate physical 
and ‘psychological terms. It would seem that an acute 
hysterical episode has not the rather grave prognosis that 
it is usually stated to have, and that it does not always need 
skilled psychotherapy or psycho-analysis to produce an 
apparent recovery. It is tempting to think of the hysterical 
personality in degrees of instability with differing thresholds 
of resistance, some people needing a more powerful stimu- 
lus than others to produce the reaction—rather like cerebral 
dysrhythmia and epilepsy in which the concept of differing 
grades of liability to produce clinical epilepsy is accepted. 
Perhaps the most stable of us would under sufficient stimu- 
lus produce a hysterical symptom in the same way that we 
would produce an epileptic fit if sufficient strength of electric 
current were passed through our brain. If so, there is at 
least the suggestion that in some cases of hysteria it is 
unnecessary to do more than relieve the symptom and 
discuss the patient’s problem with sympathy, interest, and 


common sense. 
Summary 

One hundred cases of acute hysteria are analysed sympto- 
matically, and the results of treatment by suggestion are 
recorded. 

A follow-up four to six years later was successful in 90 of 
these cases, and the results of this are tabulated and discussed. 

The suggestion is made that the outcome of such cases is 
better than is generally believed even although long, skilled, 
formal psychotherapy is not available. 
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NUTRITIONAL MACROCYTIC AN AEMIA 


IN TEMPERATE ZONES 
BY 
J. RUBIE, M.D., M.R.C.P. 
AND 


Cc. D. CALNAN, M.A., M.B., B.Chir. 


The nutritional anaemias may be divided into primary 
types, in which the dietary deficiency has been the main 
cause of the anaemia, and the secondary types, in which 
utilization. by the body of a complete diet is defective, 
usually because of some organic disorder. -Occasionally the 


- anaemia may be due to combined causes. 


Macrocytic anaemia resulting from nutritional deficiency 
is commonest in India, Malaya, and China ; it also occurs 
frequently in Macedonia, where it presents some different 
features from the “ tropical ” variety. A nutritional macro- 
cytic anaemia may, however, occur in temperate zones. 
Such a case occurring in England is here recorded. 

Similar cases have been described in England, U.S.A., 
Canada, Holland, and Denmark (O’Hara and Grewal, 1927 ; 
Aykroyd, 1930; Kern, 1931 ; Ungley, 1933, 1938; Groen 


‘and Snapper, 1937; Alsted, 1939; Townsend and Begor, 


1942: Watson and Castle, 1946). Most of the authors 
remark on the deficiency of protein in their patients’ 
dietary. Evidence of the relation of animal protein to 
tropical nutritional macrocytic anaemia was provided by 
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Taylor and Chhuttani (1945) in a survey of anaemia in 
Indians. 


Of the two cases in England reported by Ungley the 
first showed a slow and submaximal response to “ marmite,” 
while the second was successfully treated with “ campolon ” 
liver injections. 

Case Report 

A widow aged 56 had been employed as a factory hand, but 
had not worked for the eighteen months previous to admission 
to hospital on May 14, 1947. She came with a letter from her 
doctor, which stated: “ She was investigated at another hospital 
a year ago with the ultimate diagnosis of pernicious anaemia, 
but refused treatment at the time and now turns up looking 
like death, as you can see. She has no one to look after her.” 
A letter from another hospital in London stated that she had 
attended as an out-patient on May 7, 1946, and a blood exami- 
nation then showed: red cells, 3,000,000 ; haemoglobin, 65% ; 
colour index, 1.08 ; white cells, 6,210 (P. 54%, L. 42%, E. 2%, 
M. 2%). 

On examination it was at once noticed that she was mentally 
subnormal, and no reliable history could be obtained. She was 
quite uncooperative, refused all food on the day of admission, 
and was very noisy during the first night in hospital. Her 
appearance was one of gross physical neglect; pediculi were 
present on the scalp and body, and numerous scratch marks and 
abrasions were found. There was no abnormal pigmentation of 
the back of the hands or of the face. She was of small stature 
and of thin, spare build. The mucous membranes were pale ; 
there was no icteric tinge. The tongue was smooth and glazed 
and looked sore. The parotid and submaxillary salivary glands 
showed bilateral diffuse enlargement. There was no lymph- 
adenopathy. The nails were normal. Pitting oedema of the legs 
was present. The chest showed signs of bronchitis, and the 
heart sounds were faint. The B.P. was 105/65. Examination 
of the abdomen revealed no ascites, and the spleen was not 
palpable. Her speech was slow. 

She complained of numbness of the legs, but, so far as her 
mental state would allow, no sensory loss was found to pin- 
prick or light touch. There was no muscular weakness or 
dystonia. The abdominal reflexes were absent; the biceps- 
jerks were present on each side, the triceps-jerks, supinator- 
jerks, knee-jerks, and ankle-jerks were absent on both sides. 
There was no plantar response. 

The social history was difficult to elicit, but the salient features 
were: her second husband had died about eighteen months 
previously, since when she had lived alone in one room. Her 
sole source of income was from the periodic sale of personal 
valuables. According to a friend who lived near by, her room 
was in gross disorder and her culinary arrangements were 
chaotic. Her meals were irregular in quantity and quality, and 
appeared to consist mostly of tea, bread, buns, etc. Exact 
details of diet were not obtainable. She had been in a mental 
hospital on two occasions during the 1939-45 war. There was 
evidence that her father, stepbrother, and daughter had also 
been in mental hospitals. 

She was interviewed by a psychiatrist on Aug. 1, 1947, who 
reported: “She is in a state of mild mania. She admits having 
been a patient in Hanwell Mental Hospital twice. She has 
persecutory ideas about her late husband, whom she accused 
of putting her away. When her medical condition allows she 
should be transferred to an observation ward.” 

Laboratory Investigations—A radiograph of the chest 
revealed signs of bronchitis. A blood count showed: red 
cells, 1,150,000 ; haemoglobin, 27% ; colour index, 1.16; white 
cells, 4,900 (P. 51%, L. 45%, E. 2%, M. 2%). A film showed 
anisocytosis and poikilocytosis ; P.C.V. 15%, M.C.V. 130 c.i, 
M.C.H.C, 25% ; reticulocytes, less than 1%. Stools contained 
no ova, cysts, or pathogenic organisms. Sternal-marrow 
examination resulted as follows : 

Report on Myelograms.—Before folic acid: Megaloblastic 
erythropoiesis. On ninth day of treatment: Considerable rever- . 
sion to normoblastic erythropoiesis. Urine showed a faint 
trace of protein and a few leucocytes ; it was sterile on culture. 
W.R. and Kahn negative. A fractional test meal showed free 
hydrochloric acid after histamine up to a concentration of 38 ml. 
of N/10 HCl after 14 hours. 


M yelograms 
Percentage of Nucleated Cells 
Before 9th 
Folic Acid 
Polymorph. neutrophils .. 14-8 | 40-0 
etamye’ 
Giant metamyelocytes 11-8 } 0-7 
Myelocytes: neutrophil 15-0 30 
” eosinop! hil | 3s 
L hi 
Late normoblasts 48 220 
Intermediate 1-2 8-2 
Early 0-2 | 06 
Late lasts 10-6 } 50 
Inte 18-2 | one, 
Early 46 «= 
Total nucleated cells 126,000 
Myeloid series/nucleated R.B.C. .. 3 1-3/1 | 1-7/1 


Treatment.—* Anahaemin,” 2 ml. daily intramuscularly, was 


started on May 23, and two “fersolate”” tablets, two vitamin Bf, 


tablets, and 50 mg. of ascorbic acid were given three times a}. 


day. On May 27 and 30 and June 2 the reticulocytes were les 


than 1% and anahaemin was replaced by “ plexan ” crude liver f 


extract 4 ml. daily. On June 6 the red cells numbered 780,00), #0! i 


with less than 0.5% reticulocytes. In view of this fall it was 


liver e% 


decided not to continue with plexan, and folic acid, 20 mg. daily, & 


was started on June 9. Next day her blood count showed 
1,090,000 red cells and less than 1% reticulocytes. 
Progress.—Following this treatment there was a rapid rise ia 
the reticulocyte and red cell counts, as shown in the accompany: 
ing Graph. On July 12 there were 1,260,000 red cells ; reticulo 
cytes, 6% ; nucleated red cells, 124 per 100 white cells. The 
stained film showed anisocytosis, poikilocytosis, and _ poly: 
chromasia. Clinical 


nount 


improvement pro- 
ceeded rapidly with 
the haematological 
response to folic 
acid. The blood 
pressure rose to 120/ 
70 and all reflexes 
were present, 
though sluggish, 
after 10 days’ treatment. The patient soon began to eat 
voraciously and her skin lesions healed, but her mental state 
remained essentially unchanged, and it was eventually found 
necessary to transfer her to a mental observation ward. 


Comment on the Case 
Davies (1945) and Holmes (1945) have drawn attention to 
the incidence of oedema in anaemia, due to hypoproteinaemia, 
especially during the stage of recovery, when much protein is 
being used to form haemoglobin. 
The presence of pitting oedema of both legs without ascites 


in this patient on admission to hospital was an expected Bp, 


accompaniment of the severe anaemia, low blood pressure, and 
poor nutritional state. However, it did not improve commensv- 
rately with the clinical and haematological improvement, and 
when it did subside it reappeared on two occasions. No 
adequate explanation could be found on the last occasion of 
its appearance, 67 days after the beginning of treatment and 
when the red cell count was rising: estimation of plasm 
proteins showed normal values. The patient was eating a full 
normal protein diet. No conclusion could be drawn about the 
relation between the oedema and the rate of haemoglobit 
formation. Unfortunately the relationship of hypoproteinaemi 
to recovery from anaemia was not realized at the time, and 
earlier plasma protein estimation was not carried out. 

In Groen and Snapper’s two cases oedema is not reported. 
and the plasma proteins were normal in one of them. In th 
cases described by Alsted, by Townsend and Begor, and }J 
others, oedema and plasma protein values are not recorded. 


Discussion 


There 


The special interest of this case lies in the failure tMeslacto 


respond to large doses of active liver extract, both ¢ 
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nd of the Dakin and West type, and, in contrast, the 
mediate response to folic acid. This feature distinguishes 
he case from the previously reported cases of nutritional 
negalocytic anaemia occurring in temperate zones. 

The rapid response to folic acid has been stressed recently 
Kemp (1947), and the maximal reticulocyte response of 


30 
$3 8% on the fifth day is in agreement with his findings. 
bs. It is debatable whether or not our patient would have 
35 ponded to anahaemin or plexan if these drugs had been 
n0 ontinued for longer periods. In Kemp’s cases, though the 
82 Tesponse to “ hepatex ” was slower than to folic acid, all 
50 ad shown some improvement within 18 days, whereas in 
FS ur case after intense therapy not only was there shown a 
————feticulocyte count of less than 1% but the red cell count 


as falling and giving rise to serious anxiety. 
Oral preparations of proteolysed liver were not tried, and 
ence it is hypothetical whether response would have been 
obtained. Watson and Castle (1946) recorded a case in 
Boston, U.S.A., of nutritional macrocytic anaemia in a 
oman aged 76 who responded to intravenous injections 
if 20 ml. daily of the supernatant from the suspension 
solution of liver extract (Lilly) after failure with the usual 
<Piver extract, and also Lactobacillus casei factor, but the 
famount of the latter was only 1.3 mg. daily. Davis and 
it showed EDavidson (1944) have successfully treated several cases of 
otherwise refractory macrocytic anaemia, but none of them 
Did rise in showed such a — nutritional aetiological basis as; 
company: fin our case. 
i The precise role of folic acid cannot be stated with 
nd poly. eettainty, and the mechanism of liberation from its con- 
ugate by a liberating factor, as postulated by Davidson 
and Girdwood (1947), has not been widely accepted. Our 
patient was apparently deficient in folic acid but not in 
astle’s haemopoietic factor. 


Summary 
Nutritional macrocytic anaemia may occur, though rarely, in 
emperate climates, and is associated with a deficiency of pro- 
tein. eee recorded cases are reviewed and a new case is 
epo 
There was an immediate response to folic acid after the failure 
of intensive liver therapy. 


We wish to thank Dr. C. D. Coyle, medical superintendent of the 
chway Group of Hospitals (Highgate Hospital), and Dr. A. L. 
facobs, the chief physician, for permission to publish this case; and 
Dr. J. M. Alston and his staff of the Archway Group Laboratory for 
ntion t0 pathological investigations. 
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‘in tht Workers at the National Institute for Research in Dai and at 
ind bythe Courtauld Institute of Biochemistry have widely 
‘ded. recognized fact that cows, on “ going out to grass” in the spring, 
often give an increase in milk greater than the amount ascribable to 
nutrients ingested. From -théir, preliminary results, which 
published in Nature (1948, 162, '345), they pre that the 

ietic effects of spring grass in lactating cows may be due 
bbthe presence in the grass of oestrogen. 


STREPTOMYCIN IN FINGER INFECTIONS 


BY 
J, BRADLEY WATSON, M.B., B.S. . 
E. R. GRIFFITHS, M.B., B.S. 


AND 


L. W. PLEWES, M.A., M.D., F.R.C.S. 
(From the Hand Infection Unit, Luton and Dunstable Hospital) 


The use of penicillin in infections of the hand has been 
shown to reduce sepsis, pain, and time of healing (Florey 
and Williams, 1944 ; Grossmark and Plewes, 1945). 

Streptomycin is as yet little known as a local therapeutic 
agent, and we have attempted to compare the results of 
treatment with this newer agent with those of penicillin. 
Two types of infection—pulp whitlows and paronychias— 
are used for comparison because these infections were more 
true to type than others and because the more serious types, 
such as deep palm infections, were admitted to hospital and 
given systemic penicillin. No case which required systemic 
chemotherapy of any kind has been included. 

Principles of Technique.—All cases presented were incised - 
by standard procedures under general anaesthesia and with 
the use of a tourniquet. Streptomycin (5,000 wg. per 8.) 
or penicillin (1,000 units per g.) was applied as a cream, 
was smeared on a vaselined gauze wick which remained 
in situ for two days. Dressings were carried out in a special 
“perspex” dressing-box under continuous ultra-violet 
irradiation—all the dressings of each day being done by 
the same dresser with “no touch” technique. They were 
changed at intervals of two days, the discharge being 
cultured each time. Streptomycin or penicillin was applied 
until culture revealed “no growth.” 


Bacteriology 


The frequency with which various organisms are isolated 
from a wound depends to some extent on the bacteriological 
technique employed (Williams and Miles, 1945). In our 
cases it consisted in swabbing the affected site and seeding 
on blood-agar plates ; these were incubated aerobically and 
examined the following day. A very small quantity of the 
cream used in treatment was included on the plate in the 
penicillin series, and a hole containing streptomycin, 500 pg. 
per ml., in the streptomycin series; in practice this gave 
a good indication of the sensitivity of the organism grown. 

The term “coliform organism” is used to include all 
Gram-negative bacilli having the cultural appearances of 
Bacterium coli, Pseudomonas pyocyanea, or Proteus ; the 
streptococci isolated were all reported as “ haemolytic 
streptococci,” but grouping was not carried out as a rule ; 
a coagulase test was done on all the staphylococci isolated, 
and was positive in all cases on first culture (coagulase- 


Tasie I 
Pulp Infections Paronychia 
Organism Penicillin | Streptomycin | Penicillin Streptomycin 
Ties ries Series 
(60 Cases)| (66 Cases) Abid Cases)! (74 Cases) 


tococi 2 5 

Staphylococci and coli- 

form 1 3 

Coliform = | 2 
Secondary Infection 
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STREPTOMYCIN IN FINGER INFECTIONS 


negative staphylococci and atypical Gram-positive cocci 
were isolated from a few cases later during treatment, but 
are not included in the tables). 

Primary infection refers to the organism isolated on first 
culture ; secondary infection to those isolated from a second 
or later sample, if different from the first. 

The striking fall in incidence of secondary coliform 
infection following the use of streptomycin is shown in two 
unselected series of 500 consecutive swabs received from 
the hand-dressing unit (Table II); one was taken during 
the penicillin period and one during the streptomycin 


II 


In Table III the results of treatment and secondary 
infection rate are tabulated, The secondary infection rate 
is greatly reduced in the streptomycin group, and the 
number of days to “no growth” is considerably lower, 
while the average number of days off work is lower for the 


streptomycin cases. 
HI 


% | No. of Days | No. pt Days. 


Secondary to 
Infection | “*No Growth ” Work 


Pulp Infection: 
Penicillin (60 cases) .. 20 
Streptomycin (66 cases) au 3 4 

Paronychia: 

ili ) ad 22 | 3 


in (49 cases) .. 
Streptomycin (74 cases) ae 27 


Streptomycin was not used for acute suppurative teno- 
synovitis, because of lack of knowledge of the behaviour of 
this antibiotic within endothelial-lined cavities. In addition 
to the nine cases reported in 1945 eight cases have been 
treated by repeated aspiration of the tendon sheath and 
replacement with penicillin, with excellent results. 


Conclusions 
Streptomycin is a better local agent in the treatment of 
pulp infections and paronychias than penicillin. 
Its use has resulted in a decrease in the secondary infec- 
tion rate—more rapid healing with consequent decrease in 
the time lost from work. 
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The Ministry of Health states that patients attending out-patient 
departments are often referred back to their general practitioners for 
the issue of certificates of incapacity for work required by the 
Ministry of National Insurance. This procedure, which accords 
with the notes appearing on the covers of pads of certificates pro- 
vided by the Ministry of National Insurance, is an unnecessary 
burden on both the patient and the general practitioner, and also 
puts the latter in a difficult position, since the hospital, not himself, 
is responsible for the treatment. The Minister is therefore asking 
Management committees and boards of governors to make available 
certificates of incapacity in the out-patient departments and in clinics. 
While the first (Med. 1) and final (Med. 2B) certificates must be 
signed by the doctor in attendance and must show the cause of 
incapacity, intermediate certificates may be signed by the authorized 
lay officers. A special certificate will not be provided, and Forms 
Med. 7 and 8 can be adapted from “ in-patient ” to “ out-patient.” 
Although these certificates contain neither the diagnosis nor the usual 
certification of incapacity for work, the doctor should be satisfied 
_ that the patient is in fact incapable of work. The hospital stamp 

should include the words “ out-patient department.” 


Medical Memoranda 


Perforated Gastric Ulcer Associated y 
Subcapsular Haemorrhage of Spleen 


An unusual complication of a common acute surgical cop 
dition is recorded. No report of an analogous occurren 
has been traced in the literature. 


History 


A woman of 69 was admitted to hospital on April 16, 1947 
Eleven hours previously she had been awakened by the g 
onset of severe abdominal. pain which continued up to the 
time of admission as an agonizing upper abdominal ache, Nx 
vomiting had occurred, her bowels had opened the previou 
evening, and there was no disturbance of micturition. Fo 
forty years she had suffered from intermittent attacks 9 
“indigestion” in the form of upper abdominal pain coming 
on two hours after food and relieved by alkalis and dieting 
She had had no recent abdominal injury. 

She was a fragile, anaemic-looking woman in obvious di 
tress. Her temperature was 98° F. (36.7° C.), pulse 82, and 
respirations 28. The abdomen was rigid, moderately distended, 
and generally tender. Liver dullness was diminished; th 
epigastrium was the most painful area ; and there was no radi 
tion of pain to the shoulders or elsewhere. A diagnosis of 
perforated peptic ulcer was made. 

At operation gas and yellowish effusion escaped through: 
midline epigastric incision. On the anterior surface of tk 
stomach, midway between the lesser and the greater curvatures 
and one inch below the oesophageal level, was a large ulce, 


' which had perforated. The spleen was found to be friable ani 


surrounded by blood and clot. The perforation was repaired 
with interrupted Lembert sutures and an omental patch. A 
transverse incision was made into the left rectus abdomini 
The anterior splenic surface was friable and presented a rav 
appearance, as if the capsule had been destroyed, and it wa 
bleeding profusely. The splenic pedicle felt normal and ther 
was no thrombosis of its vessels. Splenectomy was performed, 
and after draining the splenic bed through a counter-incisio 
in the flank the abdomen was closed in layers. 

Continuous gastric suction and intravenous fluids wer 
instituted post-operatively for thirty-six hours. She thereafter 
had a smooth convalescence. Three months later she wrot 
to say that she was well and free from “ indigestion.” 

The spleen measured 10 x 6 X 2.5cm. There was no macre 
scopic evidence of infarction. There was a diffuse subcapsular 
haemorrhage. Microscopically, extravasation of blood was seet 
beneath a necrotic capsule. The splenic vessels were sclerotic. 


COMMENT 


It is tempting to ascribe the capsular necrosis of th 
spleen to peptic digestion. But Price and Lee (1947) repon 
that the spleen with its capsule intact is more resistant l 
peptic digestion than the seromuscular coat of the stomach, 
intestine, or gall-bladder. Accepting such experiment 
observations, one might postulate a subcapsular haemo 
rhage of the spleen before perforation of the gastric ulcet 
In a frail person with some degenerative vascular chang 
a minor abdominal injury might well have escaped notit 
and caused such an “.idiopathic” or “ spontaneous 
haemorrhage. In this connexion one of two cases @ 
“spontaneous rupture of the apparently healthy spleen 
described by Babson and Morgan (1946) is interesting. 4 
man of 49 had .a severe subcapsular haemorrhage al 
splenic rupture following operation for a perforated dut 
denal ulcer. The ulcer was sutured in the usual way, and 
five days later there was'a sudden collapse and abdomini 
pain. After two days” conservative treatment the clinic 
signs suggested splenic rupture, and this diagnosis was CC 
firmed at operation. A severe cough following the 
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MEDICAL MEMORANDA 


laparotomy was thought to be the traumatic factor, and the 


t authors infer that an associated adhesive peritonitis might 
have been an additional aetiological factor in causing the 
haemorrhage. This patient, too, made a good recovery. 

ted witl}[ | Whatever the cause of the haemorrhage in the present 

Pleen case it is quite certain that the acute perforation masked 
the accompanying condition. This coincidence emphasizes 

gical conf one of the dangers of the adoption of conservative ‘treat- 

occurrend@ ment for perforated peptic ulcer—laparotomy alone can 
clinch the diagnosis and exclude other possibilities. 
JouHN A. SHEPHERD, M.D., F.R.C.S.Ed., 

. Lecturer in Surgery, University of Liverpool. 

il 16, 1947 

the sudd REFERENCES 

UP to th Babson, W. W., and Morgan, P. (1946). Amer. J. Surg., 72, 97. 
ache. N@ Price, P. B., and Lee, T. F. (1947). Surg. Gynec. Obstet., 84, 959. 

previou 

ition. Fo . 

attacks Abacterial Pyuria Producing Bilateral 

nd dieting Ureteric Stenosis 

nvious dif Abacterial pyuria is well recognized as a clinical entity of 

se 82, anf unknown aetiology which should respond dramatically to 

distendei} injections of N.A.B. The usual clinical picture is one of 
shed; te painful micturition with pyuria and haematuria in a young 
sno radi adult male with no pyrexia. Cystoscopy reveals an angry 
agnosis (@ red mucosa which is irritable and painful. The case here 

recorded satisfied these essential details but presented some 

“— Pe peculiarities over a prolonged course of three years. 

‘CASE REPORT 

riable ani The patient first came under observation in May, 1945, for 

s repaimi—™ an attack. of fever. She was then 16 and in good health 

patch. A otherwise, though she had had some frequency of micturition 


37.8-39.4° C.) 


‘bdomini for a few weeks. The pyrexia (100-103° F. : 
ed a ravi lasted for two to three weeks. The white cell count was normal 
nd it wa and the Widal reaction negative. The urine showed traces. of 


albumin and a frank thick pyuria with haematuria micro- 
scopically. No organisms could be detected on repeated 
culture. Efforts were made to demonstrate acid-fast bacill:, 


and ther 
erformed, 
r-incision 


negative for Koch’s infection. Investigation of the kidney and 
bladder by descending pyelography showed no abnormality. 

She was given large doses of alkalis with sulphadiazine, and 
the pyuria was slowly reduced. Later therapeutic trials over 
the next three years revealed that alkalis alone had this effect. 
At this stage the urea concentration was over 3%, and the 
urea clearance was 80% of normal, with a blood urea of 
21 mg. per 100 ml. 

For the next two years the patient had occasional pyrexia 
with headache. The pyuria persisted with varying intensity. 
Cystoscopy in July, 1945, and September, 1946, showed intense 
cystitis with a few small vesicles in the region of trigone. At 


ids wer 
thereafter 
he wrott 


macro 
bcapsulat 
was seet 
sclerotic 


of the 


}) repon'® different times she was given N.A.B., mandelic acid, penicillin, 
stant "1% pyridium, sulpha drugs, large doses of alkalis, and bladder 
tomach lavage. She responded dramatically every time to N.A.B.: 
rimentl § the thick pyuria was always reduced almost to insignificance 
haemor @ but was never completely. cured. She was given 0.3 g. of 
ic-ulcet NAB. three times, twelve times, ten times, and twelve times 
changs & '" four different courses. There was no response to any other 
notie™ apart from the very slow response to alkalis. 
neous’ hen after 24 years of illness she felt pain in her right lumbar 
ases df ‘808, which persisted for a few months to be followed by 
jeen’ Pain in the left lumbar region radiating to the left thigh. 
P fi Descending pyelography at this stage showed a complete 
ing. absence of renal function on the right side with early hydro- 
ge all® nephrosis on the left and dilatation of the lower end oft the 
-d due ® left ureter. In January, 1948, suddenly and in two to three 
ay, al days all her symptoms of pain, frequency, local irritation, and 
lomini™ the slight pyrexia ‘with headache disappeared. At the same 
clinic “me the urine rapidly cleared up within a week, no treatment 
as comm >eing given to her during this period. Descending pyelography 
he was repeated (February, 1948) and showed still more advanced 


hydronephrosis on fhe left side with delayed exc.etion after 


but failed. Guinea-pig inoculation on two occasions proved - 


45 minutes, and there was 
also a kink in the left ureter. 
The urea concentration was 
1.5%, urea clearance 23% of 
normal, and the blood urea 
45 mg. per 100 ml. : 
The patient was then sub- 
jected to a left nephrostomy. 
The left kidney appeared 
normal, and _ the slightly 
dilated pelvis was drained 
through an indwelling cathe- 
ter for six weeks. This 
allowed renal function to 
recover till the urea concen- 
tration was 2%. A radiograph 
taken after injecting sodium 
iodide through the nephro- 
stomy tube showed the dil- 
ated lower end of the 
ureter with an obstruction 
at its opening the 
bladder (see Fig.). After 
suprapubic cystostomy the 
stricture in the intravesical 
part of the left ureter was 
widely opened; the end of 
the right ureter was found 
to be entirely fibrosed and 


(April, 1948.) Sodium iodide 


injected ‘through 


the nephro- 
stomy tube (N). 


The dilated 


closed. Descending pyelo- lower end of the left ureter is 
graphy in August, 1948, seen with stricture (S). 
three months after the 


second operation, showed a normal left urinary tract ; the blood 
urea was then 30 mg. per 100 ml., with urea clearance 50% of 
normal. 


COMMENT 

This case presented all the essential clinical features of 
abacterial pyuria:. painful micturition, frank pyuria with 
haematuria microscopically, typical appearance on cysto- 
scopy, excellent general health with no loss of weight, and 
a dramatic response to N.A.B. No organisms could be 
detected, guinea-pig inoculation was thrice negative, and 
at nephrostomy the kidney showed no abnormality. Addi- 
tional features in this case which do not conform to the 
classical description were that the patient was a female ; 
the protracted course was for over three years ; the fact that 
complete cure was not achieved by N.A.B.; the slight 
pyrexia ; and the ultimate development of bilateral ureteric 
stricture leading to destruction of the right kidney and 
commencing hydronephrosis on the left. The trigone of 
the bladder was intensely inflamed, and it is likely that the 
prolonged course of this inflammation led to fibrosis with 
stricture of both ureteric orifices. 


I am grateful to Professors S. N. Mathur and K. S. Nigam 
for the surgical treatment of the case. 
N. N. Gupta, M.D., 
Physician, King George’s Medical College, Lucknow, India. 


The Housing Progress Summary presented to Parliament as a 
White Paper by the Minister of Health and the Secretary of State 
for Scotland shows that the number of permanent houses com- 
pleted in Great Britain during April was 15,110, compared with 
20,160 in March. This brings the number of permanent houses 
completed during the first four months of the year’ to 67,822, made 
up as follows: January, 15,897; February, 16,655; March, 20,160; 
April, 15,110. During April homes were provided by new building, 
repair of uninhabitable houses, conversion, and requisitioning for 
16,587 families, compared with 21,626 in March. This brings the 
total number of: families rehoused by these methods under the post- 
war programme to 938,644. Apart from requisitioned houses, the 
number of additional homes provided is 909,289. 


‘ 
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TRAITE DE MEDECINE 


Traité de Médecine. Volume VII. Maladies du Tube Digestif et 
de ses Annexes. (Pp. 1,063; illustrated. 2,300 francs.) Volume 
VIII. Maladies du Foie et du Pancréas. (Pp. 1,166; illustrated. 
2,500 francs.) Volume XI. Maladies des Vaisseaux. (Pp. 545; 
illustrated. 1,400 francs.) Volume XIII. Maladies des Glandes 
Endocrines. (Pp. 1,119; illustrated. 2,600 francs.) Published 
4 =. of A. Lemierre and others. Paris: Masson 
et Cie. 


The massive Traité de Médecine published by Masson moves 
slowly towards completion. The present volumes deal with 
diseases of the alimentary canal (VID, the liver and pancreas 
(VIID, the vessels (XI), and the endocrine glands (XIII). 

It is a justifiable comment, intended in no way to be critical, 
that French medicine, like French culture in general, has always 
been self-sufficient. Much of the interest this work has for the 
British reader is derived from this fact. Here is a system of 
medicine which presents in singularly pure form French modes 
of thought and French practice, largely unadulterated by the 
influence of foreign notions. This is less true of some sections 
than of others, but it is well shown by a study of the authorities 
cited. A random selection of 400 consecutive references in 
Volume VIII shows that of the publications quoted 346 are 
French, 20 American, 14 German, 6 Swiss, 3 Scandinavian, and 
none British. In consequence the articles frequently reveal 
points of view at variance with opinion in this country and 
sometimes have a flavour which can only be described as 
outmoded. 

Volume VII considers in great detail the disorders of the 
alimentary tract. Clinical descriptions, as is usual in French 
works, are of unsurpassable quality. But by one author the 


* surgical treatment of carcinoma of the oesophagus is dismissed 


as “opération trés meurtriére,” though it is fully discussed in 
another section. The treatment of oesophageal peptic ulcer 
is granted but two or three lines, and only three pages are 
devoted to gastroscopy. Few physicians in this country would 
agree that an average of 200-300 ml. of blood is an adequate 
volume for transfusion in severe haematemesis. Nor would all 
endorse the opinion that peptic ulcer is an “ ambulatory affec- 
tion” not requiring a special dietetic régime. 

In Volume VIII the more recent tests of liver function are 
given scant reference—the Takata-Ara test is mentioned, but 
there is no word of the thymol turbidity or the colloidal gold 
tests. The treatment of liver aspiration biopsy is cursory. 
Homologous serum jaundice is omitted, and there is no dis- 
cussion of the dietetic factors in cirrhosis. The views expressed 
on “splenogenic cirrhosis,” or Banti’s syndrome, have been 
discarded in most other countries. 

Volume XI, in discussing diseases of the vessels, follows more 
international lines. The description of hypertension is excellent 
and the author’s judicial attitude to the value of sympathectomy 
most welcome. No mention is made of clearance tests in 
assessing renal function. In this ‘disorder, as in others, no 
appreciation of the psychosomatic aspects of disease is evident. 
The article on idiopathic hypotension suggests, in fact, that the 
importance of psychological factors in bodily disease has gained 
little acceptance by the general physician in France. 

The descriptions of the various syndromes due to disease 
of the endocrine glands follow the conventional pattern in 
Volume XIII. The reader will be interested to learn that 
thiouracil and the related drugs were discovered simultaneously 
in France and the United States, but puzzled when this thera- 
peutic advance is dismissed briefly as “worthy of interest.” 
Anorexia nervosa, as so often in Continental writings, is con- 
sidered as a form of pituitary cachexia. Numerous syndromes 
are described which have not gained general recognition in this 
country : of these the most appealing is seasonal hyper- 
orchidism, which is stated to claim most of its victims in. the 
spring. 

These comments are made solely to underline sorthe of the 
discrepancies between English and French medical thought. The 
general excellence of this vast system, of medicine is not in 
question. It is only to be expected that five years of German 
occupation and isolation from the main streams of medical 


progress would show themselves by a turning inward of French 
views and a neglect of foreign opinion. For such a work to 
have been produced so soon after this experience says much 
for the. resilience of French medicine, to which it forms 4 
striking monument. 

R. BODLEy Scorr, 


AVIATION MEDICINE 


Médecine de I’Aviation. Bases Physiologiques et Physio. 

Pathologiques. By J. Malmejac. 30; 79 illustrations, 

1,200 francs.) Paris: Masson et Cie. 1 
Aviation médicine received a great impetus in this country and 
the U.S.A. during the last war. Greater speeds and mancuyp. 
ability of aircraft, rapid ascents and descents, high altitude 
flying, and lengthy missions have all subjected aircrews to great 
stress and strain. Much research undertaken in both countries 
has resulted in means being devised not only for selecting the 
right type for aircrew but also for ensuring their safety and 
maintaining them in a state of efficiency. Professor Malmejac’s 
book, which treats the subject from the physiological and 
physio-pathological point of view, is based mostly on 
work: undertaken by himself and French co-workers in his 
laboratory in the Faculty of Medicine of Algiers. Its main 
object is to collect together the essential physiological facts 
which form the basis of aviation medicine. The book aims at 
being a guide to the medical officer in charge of flying personnel 
and also of use to the doctor consulted by patients undertaking 
a flight for the first time. It should not fail to stimulate 
the biologist studying the behaviour of man under specific 
conditions and the aeronautical engineer planning future 
developments. 

The important sections are those concerning altitude and its 
attendant physical and chemical changes. The effects of cold, 
the problem of anoxia, and the expansion of gases under low 
pressure are fully discussed. Ideas are advanced for eliminating 
factors calculated to be prejudicial to the human organism. 
A chapter is devoted to some of the clinical problems 
encountered, such as fatigue and air-sickness. In the last 
chapter the medical selection of flying personnel is discussed, 
with special reference to psychological reactions. Little refer- 
ence is made, however, to the vast amount of work carried out 
in this country and the U.S.A. This is no doubt due partly 
to the restricted circulation of the reports issued during the 
war years and partly to security measures imposed on the find 
ings contained therein, but since the termination of hostilities 
much of this work has been published and is available for 
reference purposes. This book is nevertheless a useful contri- 
bution to the subject of aviation medicine and is worthy of a 
place in any reference library. 

E. D. Datziet Dickson. 


HANDBOOK OF E.N.T. DISEASE 


Ear, Nose, and Throat. Symptoms, Diagnosis, Treatment. By 
D. Wolf, M.D. (Pp. 523; 149 illustrations, including 
25 in colour. £3.) Philadelphia and London: J. B. Lippincott 
Company. 1948. i 
This book is “intended for Students, Teachers, and Pract 
tioners.” The author considers that a large proportion of 
diseases can be diagnosed correctly on the basis of a careftl 
history and interpretation of the symptoms alone. He has 
therefore taken a novel line, and most of the 25 chapters deal 
with symptoms, their causes and treatment. Of the five parts 
the first deals with the nose, throat, and larynx ; the 
with the ear. Parts 3 and 4 are devoted to diseases not usually 
found in books on this specialty : part 3 concerns the salivary 
glands, lacrimation, and miscellaneous complaints, while pat 
4 is on facial plastic surgery, These subjects are included 
because the author considers the domain of otolaryngology ha 
been raided by other specialists. Part 5 discusses point 
related to otolaryngology—barotrauma, allergy, avitaminosi 
and the antibiotics. ; 
It is assumed throughout that the student is conversant with 
the examination of the varjous parts of the upper respiratof) 
tract. The first chapter gives an account of emergencies. 4 
describes epistaxis and foreign bodies in the ear, oesophagl 
and air passages, but omits retro-pharyngeal abscess 
abscess of the nasal septum. Too much attention is given 
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of French @ Plugging of the naso-pharynx. There is a detailed description 
1 work to @ of tracheotomy and intubation. | In the section on the treatment 
ays much of cocaine poisoning it is curious to be told that < windows 
- forms 3 should be opened wide” and injections of caffeine given intra- 
venously. Following chapters give instruction on headaches, 
- Scorr vertigo, nasal obstruction, dyspnoea, and hoarseness. Lists of 
. causes are drawn up, but there is no distinction between acute 
and chronic symptoms, and the student runs the risk of choosing 

a rare cause instead of a common one. i 
Physio. Several of the author's statements call for criticism. Thus, 
strations, “No tonsil and adenoid operation is complete unless the 
removal of all lateral and other hypertrophied lymphoid tissue 
untry and | is effected.” Again, “ Bilateral abductor paralysis is a rare 
manceuy- § disease”; and no mention is made of the urgent need for 
h altitude @ tracheotomy, but it is merely stated that “ various operations 
s to great | have been devised for the relief of this condition.” It is 
countries § suggested that direct laryngoscopy is taking the place of indirect 
ecting the examination. Laryngeal paralyses are dealt with very sketchily, 
afety and § and an unfortunate substitution of abductor for adductor may 
falmejac’s § lead the student to misunderstand the diagram. In the section 
gical and § on the ear the author is not enthusiastic about antibiotics. He 
states that their use is of definite value when administered in 


Ost 

—_ be the early stage of the infection. He suggests “silent” in place 
Its main § Of “masked ” mastoiditis. The indications for surgery are clear, 
ical facts § 2nd the operation is described with pictures. Voice and tuning- 
k aims at @ fork tests for deafness are advised, though he holds the audio- 
personnel @ meter has advantages when litigation is at stake. 

dertaking An excellent feature is a good bibliography at the end of each 
stimulate @ Chapter. It is doubtful, however, if this work would appeal 
r specific @ ' the British teacher or student. W. M. MOLLISON. 

ig future 


CHILD PSYCHIATRY 
le and its 


s of cold Psychiatry for the Pediatrician. By Hale F. Shirley, M.D. 

ade (Pp. 442. $4.50 or 25s.) New York: The Commonwealth Fund. 

re ndon: Geoffrey Cumberlege (Oxford University Press). 1948. 
iminating § In this book the importance of correlating mental and bodily 
menbliad health is once more stressed. The author points out how often 
oe a those who deal with children, even if adequately trained in 
Pa paediatrics and child psychiatry, “wear a paediatric hat in 
le rele the paediatric department and a psychiatric hat in the child- 
: guidance clinic.” He sets out, therefore, to survey the field 
ried out BH of child psychiatry in simple, straightforward language which 
ue partly # no paediatrician can fail to understand if he will take the 
uring the F trouble to study this admirable volume. The reader's only 
the find- possible complaint will be that the work is so comprehensive 
a and so well illustrated by descriptions of cases that it has 
lable for § become too large, and he will have difficulty in finding time to 
1 contr study its 435 pages with the atteniion they deserve. The ten 
rthy of a chapters comprise a study of the basic concepts in child 
guidance in which the development of the child’s personality 
CKSON. is discussed ; a practical and sane description of habit training ; 
and a consideration of physical, intellectual, emotional, sexual, 
and environmental factors from the educational standpoint. 
nt, B The methods of investigation, diagnosis, and treatment are then 
cluding § ¢Xplained, with a final summing-up under the title of “ Mental 
»pincott § Health in a Changing World.” There is no attempt to cate- 
' gorize disease entities, which is always a mistake in child 
d Pract ® Psychiatry, since the various tendencies and reactions have not 
yrtion of ® had time to crystallize, but the emphasis throughout is on the 
a careful child’s adjustment to the various circumstances to which he 
He ha™ is exposed from both inside and outside. After all, much the 
ters deal ® Same attitude is desirable in the study of paediatrics, so this 
ve parts, § book is to be thoroughly recommended to all physicians dealing 
e with the young. The production fully maintains the high 
t usually @ standard we have come to expect of all Commonwealth Fund 


salivary Publications. i 
hile pati R. G. Gorpon. 
include! In the second edition of Practical Public Health Problems, by 


Sir William Savage, B.Sc., M.D. (pp. 197, 14s.; London: J. and A. 
Churchill, 1949), the author discusses mainly those subjects of which 
he is an acknowledged master—namely, water and milk supplies, 
their supervision, and the diseases spread by them; and the hygiene 
of the food industry, with particular reference to canned foods. 
Chapters on housing and disinfection are included, and there is a 
new section on the investigation of enteric outbreaks. These are all 
Matters with medical implications in which the medical officer of 
health has to advise and control his sanitary staff. This authoritative 
volume will prove of interest to both. 


BOOKS RECEIVED 
[Review is not precluded by notice here of books recently received] 


Collected Papers: The Middlesex Hospital Medical. School, 
1946-48. (No price.) London: H. K. Lewis. 1949. 


Textbook of Medical Treatment. Edited by D. M. Dunlop, 
B.A., M.D., F.R.C.P., and others: Sth ed. (Pp. 999. 35s.) 
Edinburgh: E. and S. Livingstone. 1949. ° 


Atlas of Peripheral Nerve Injuries. By W. R. Lyons, Ph.D., 
— Woodhall, M.D. (Pp. 339. 80s.) London: W. B, Saunders. 


Grow Up and Live. By E. Chesser. (Pp. 295. 1s. 6d.) 
Harmondsworth: Penguin Books. 1949. . 


Cardiovascular Disease in General Practice. By T. East, M.A., 
a F.R.C.P. 3rd ed. (Pp. 208. 15s.) London: H. K. Lewis. 
if 


Proceedings of the International Congress on Population and 
World Resources: August 1948. (Pp. 246. 10s. 6d.) London: 
H. K. Lewis. 1949, ' 


Surgery, Orthodox and Heterodox. By Sir W. H. Ogilvie, K.B.E., 
D.M., M.Ch., F.R.C.S. (Pp. 241. 12s. 6d.) Oxford: Blackwell 
Publications. 1948. 


Medicine. By A. E. Clark-Kennedy, M.D., F.R.C.P. Vol. 2. 
(Pp. 894. 25s.) Edinburgh: E. and S. Livingstone. 1949. 


Textbook of Medicine. Edited by Sir J. Conybeare, K.B.E., 
M.C., D.M., F.R.C.P. 9th ed. (Pp. 875. 30s.) Edinburgh: 
E. and S. Livingstone. 1949. 


Cum Notitia. By D. A. Alexander, M.B.. Ch.B. (Pp. 395. 
12s. 6d.) Bristol: John Wright. 1949. 


Marriage Crisis. By D. R. Mace. (Pp. 141. 5s.) London: 
Delisle. 1948. 


Hindu Medicine. By H. R. Zimmer, Ph.D. (Pp. 201. $4.) 
Baltimore: The Johns Hopkins Press. 1948. 


Electrocardiography and Clinical Disorders of the Heart Beat. 
By Sir T. Lewis, F.R.S., M.D., D.Sc., LL.D., F.R.C.P. (Pp. 285. 
25s.) London: Shaw. 1949, 
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COST AND ADMINISTRATION OF N.H.S. 


The main conclusion of the Select Committee examining 


‘the administration of the Health Services is that it is 


yet too early to judge whether or not the National Health 


“Services as a whole are being managed economically. It 


considers that there is room for review of their detailed 
working and of the remuneration and conditions of service 
of those engaged in providing the Services. The Com- 
mittee observes that the public should recognize that abuse 
of the Health Services gravely endangers their maintenance 
and further expansion. The Committee accepts the 
evidence that earnings of some dentists-are excessive and 
criticizes those responsible for framing the original estimate 
for supplementary ophthalmic services, observing that the 
fees paid are too high. The Committee also notes that 
there has been abuse of the Pharmaceutical Services and 
remarks that to avoid this the Health Department should 
make such regulations as are practicable to prevent exces- 
sive or wasteful prescriptions. It recommends that adminis- 
tration of hospitals should be reviewed as soon as enough 
working experience is available and advocates the setting 
up of a uniform system of costing for the hospital services 
in England and Wales ; in particular, the question should 
be considered of establishing an internal audit similar to 
that carried out by the Scottish Regional Boards. Its 
summary concludes thus: “The conception of a free, 
comprehensive Health Service can be made to work only 
with the good will and co-operation of all the parties in 
it. All branches of the Health Service are making great 
efforts to work the new machine efficiently. Nevertheless 
there are indications of difficulty in maintaining profes- 
sional standards under the Health Service and there are 
delays and difficulties in ‘obtaining treatment. These 
difficulties can be overcome only by constant supervision 
and the utmost endeavour on the part of all concerned— 
the Department, the professions, and the general public— 
to use the Service wisely. Only in this way is it possible 
to avoid waste and to make the best use of public funds.” 

The cost of administration amounts to only 2% of the 
total National Health bill, and at present it seems that the 
Executive Councils suffer from a shortage of suitable staff 
for the job. The Committee therefore considers that 
administrative costs and staff seem to be on a reasonable 
level, but recommends a review by the Ministry of Health 
when the Services have settled down, basing this observa- 
tion, no doubt, upon the remark made by Sir William 
Douglas that he hoped that “ the activities of the Ministry 
will diminish as the organizations which have been pro- 
duced get down to it and deal with the actual provision of 
Health Services themselves.” 

The introduction to the Report draws attention to the 
unprecedented nature of the responsibilities created by the 


scheme, a scheme which has to provide various benefits » 
nearly 50,000,000 people and administer over £350,000,0y 
out of public funds. In February of this year the Dent,| 
Services in England and Wales were costing the country 
£900,000 a week, and if the public demand for them dig 
not come down the estimate for a full year would be ove 
£45,000,000. [It was stated in evidence that a dentist jp 
Renfrewshire was, towards the end of last year, receiving 
between £1,300 and £1,400 gross a month. For 1949-5 
it is estimated that 9,000 dentists will cost the county 
£30,904,000, as compared with £45,800,000 paid to over 
19,000 general practitioners. 

The Report refers to the “conflict of opinion on th 
critical issue of whether or not doctors are being paid in 
accordance with the recommendations of the Spens Report, 
... To bring them into line with present-day value; 
the Department have added a percentage figure which 
doctors claim is inadequate.” It was not within the pro. 
vince of the Committee to comment on this matter, but it 
considers that there is scope for review of the remunen- 
tion and conditions of service in the family practitioner 
services. In reply to a question put to him at the Com 
mittee, Mr. H. H. George, Accountant-General to the 
Ministry of Health, said that doctors in dense urban areas 
were much better off under the National Health Service 
than they were under N.H.I., but that those in what might 
be called a good-class practice were getting less. In reply 
to the question, “ Do you think doctors are doing as wel 
as the Spens Committee anticipated they should do?” he 
replied, “I think so, quite clearly.” When questioned on 
the betterment factor, Mr. George said that the 20% 
increase on net remuneration was prescribed by the 
Government on the basis apparently that this represented 
the average increase in professional salaries. The Report 
states, “that in many areas patients now have to wail 
in queues for examination so that treatment is delayed 
and that in such areas doctors are seriously overworked.’ 
Because of this the Committee recommend that everythin 
should be done to facilitate entry into the medical profes 
sion. We recall once more the words of Mr. Messer it 
the House of Commons that the situation cannot remail 
as it is. It is admitted that general practitioners are over- 
worked, that the cost of living for the professional classe 
has nearly doubled since 1939, and that the Spens recom 
mendations should be brought into line with the post-wal 
value of money. It is therefore pertinent to ask how Mi. 
George arfives at the conclusion that “ doctors are doing # 
well as the Spens Committee anticipated they should do’ 
Comparison with what the dentists are earning, with thei 
limited hours of work, less arduous training, and infinitel 
less responsibility, must make general practitioners fel 
with justice that they are the Cinderellas of the Nation 
Health Service. It should be pointed out that only th 
medical service is a guaranteed service, the medical pit 
fession having accepted collective responsibility for 
patients coming into the scheme. The dental and ophthi 
mic services are not guaranteed, dentists and opticial 
being free to attend or not to any person who applies ft 
treatment : patients cannot be allocated to them. 

Fourteen Regional Hospital Boards in England 3 
Wales and five in Scotland act as agents for the Minis 
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of Health and the Department of Health for Scotland 
in the general administration of hospitals. Under these 
Boards there are 376 Hospital Management Committees 
in England and Wales and 84 Boards of Management in 
Scotland. In England and Wales the Management Com- 
mittees submit their annual estimates to the Regional 
Boards, who, on this basis, submit Regional estimates for 


under their own Boards of ‘Governors and submit their 
estimates direct to the Ministry. In Scotland the teaching 
hospitals are under the Regional Hospital Boards, which 
control their Boards of Management through an internal 


1 on th audit staff which visits them and not only examines 
- paid inf! expenditure but also deals with questions of administra- 
; Report tion and the statistics of costing. This provides an 
y values® efficiency as well as a financial audit, and so it is claimed 


e which® gives the Scottish Regional Boards an added sense of 
the pro-§ responsibility for controlling expenditure. The evidence 
r, but it | of hospital! administrators makes interesting reading and 


shows that those responsible for it, at the moment much 
overworked, are still not clear what would make for 
greater efficiency. In the view of the chairman of a 
Regional Hospital Board it will take years before the 
system will run smoothly. He considered that “so far as 


areas 

Service § possible the hospitals shall be left with such measure of 
it might § independence as they can be left with, and for that reason 
[n reply it is necessary that you do decentralize the control of them 


as well into Hospital Management Committees and in fact to 
10?” he § House Committees of individual hospitals, so that you keep 
yned on™ as far as you can the individuality of hospitals.” Another 


witness stressed that the effective financial control would 
lie with the Hospital Management Committee, and later 
in the discussion the chairman of a Regional Hospital 
Board remarked, “I would go so far as to say that the 
Regional Hospital Boards are not necessary.”” When it 
came to the question of the cuts in hospital expenditure 
recently demanded by the Minister of Health one of the 
English witnesses said he could not see how it would be 
possible to cut expenditure without interfering with the 
Services to patients. The Minister has now modified the 
original plan so that beds may remain in use and urgent 
development proceed. There is much yet to be learned 
about the most efficient way of administering and financing 
the hospital services, and the Select Committee would 
seem to have been impressed by the way they managed 
these things in Scotland. 

The above are but some of the points brought out by the 
Select Committee’s investigation into the administration of 
the National Health Services now presented in a document 
of unusual interest, giving as it does in the Minutes of 


rs fel —§ Evidence the actual experience of those responsible for the 
ational administration of the services at various levels. Although 
ly te ‘t was not for the Committee to comment on the terms of 


remuneration, yet it considered that the terms and condi- 
tions of service for those providing family practitioner 
services should be reviewed. In the meanwhile practitioners 
must wait until the Ministry of Health has collected its 
evidence before negotiations can begin on what the report 
describes as the critical issue of whether or not doctors are 
being paid in accordance with the recommendations of the 
Spens Report. 


final approval by the Ministry. The teaching hospitals are - 


INDICATIONS FOR SPLENECTOMY 

The indications for removing the spleen have never been 
clearly defined. In the past there has been some divergence ~ 
of opinion on the efficacy of splenectomy in the treatment 
of a number of diseases. About traumatic or spontaneous 
rupture of the spleen there has never been any doubt: 
although difficulties in diagnosis often arise from the delay 
in onset of symptoms or from the absence of a clear history 
of trauma, when the diagnosis is established splenectomy . 
is imperative to prevent death from haemorrhage. Splenec- 
tomy is also the treatment of choice for simple or hydatid 

cysts of the spleen. The uncertainty of the results of 

splenectomy in the treatment of other diseases has arisen 

from a lack of precise knowledge of the causes and effects 

of splenomegaly, and from a tendency to group together 

diverse pathological conditions under comprehensive terms 

like Banti’s disease and von Jaksch’s anaemia. In a recent 

lecture to the Ulster Medical Society, printed in the opening 

pages of this issue of the Journal, Dr. Ronald Bodley Scott 

has summarized the current views on splenic function in 

health and disease with special emphasis on the indications 

for splenectomy. 

In the assessment of the wale of splenectomy in disease 
the physiological or abnormal functions of the spleen in 
relation to the particular disease must be considered. In 
progressive occlusion of the bone-marrow by sclerosis or 
neoplastic invasion the spleen often takes over the function 
of red-cell formation, and splenectomy would be disastrous, 
since the only efficient source of haemopoiesis would be 
removed. Fortunately these conditions are usually readily 
recognized by the appearance of immature cells in the 
peripheral blood, by the sparse cellularity of marrow 
smears, and by radiological changes in the bones ; but in 
myelofibrosis trephine biopsy of the marrow may be 
necessary to confirm the diagnosis. 

In familial acholuric jaundice the primary abnormality 
lies in the red cells, which are more spherical and more 
fragile than normal. The spleen destroys these fragile 
spherocytes in large numbers, and splenectomy is a pallia- 
tive, but uniformly successful, form of treatment in that 
it removes the main organ of red-cell destruction. Splenec- 
tomy also reduces the degree of spherocytosis, since red 
cells normally increase in thickness in passing through the 
spleen. The operation is not always so successful in 
Cooley’s anaemia, and in sickle-cell anaemia, where the 
abnormality is also in the erythron, splenectomy is for 
reasons unknown quite ineffective. Acquired haemolytic 
icterus differs from the familial variety in that a circulating 
haemolysin causes the abnormal fragility and shape of the 
red cells.' It is not surprising that splenectomy has a 
varying amount of success in this disease, and the opera- 
tion is indicated only in those patients whose anaemia 
persists or progresses in spite of repeated blood transfusion. 
It is important to bear in mind that excessive red-cell 
destruction may take place in a spleen which is enlarged 
from other disease. If the haemolytic anaemia in such 


2 Virchows A Arch., 1899, 156, 529 
Boan, 1939, S., Blood, 1946, 1, 10. 
t, 
M. ibid., 1948, ‘3, 1381. 


5 Loutit, J. F., and Mollison, P. Eee J. Path. Bact., 1946, 88, 711. 


Dameshek. W., and B 
6 Lancet, 1938, 1, 1320. 
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cases is severe and the primary disorder chronic, splenec- 
tomy will help the patient, and Bodley Scott cites a patient 
with Hodgkin’s disease who was festored to good health 
for five years following $plénectomy. 

A group of disorders in which splenectomy is of value 
is that which has become known as primary or functional 
hypersplenism. Accumulating clinical evidence suggests 
that excessive splenic action inhibits the production of 
red cells, granulocytes, and platelets by the bone marrow, 


* and that the brunt of this inhibition may fall on any one 


of these functions or on all three simultaneously. The 
suggestion that splenomegaly from any cause might inhibit 
granulocyte formation was probably first made by Bauer 
in 1899,? but the significance of splenic neutropenia was 
not fully appreciated until Wiseman and Doan* described 
the syndrome of splenomegaly, neutropenia, and sepsis 
occurring, as a rule, in middle-aged women. In these cases 
the proportion of granulocytes in the bone marrow is high, 
but mature forms are scanty. The changes in the spleen 
are non-specific. Splenectomy often leads to a complete 
cure, but in Felty’s syndrome, where there is an associated 
polyarthritis, there is seldom any improvement in the joint 
affection. Thrombocytopenic purpura is an analogous con- 
dition, in which splenic inhibition affects the megakaryo- 
cytes. The bone-marrow smears show an abundance of 
megakaryocytes, but mature platelets are absent, Splenec- 
tomy is followed by an immediate increase in the platelets, 
but the purpuric tendency does not always improve so 
rapidly. It must be remembered that thrombocytopenia 
may also arise from drug allergy, leukaemia, and other 
infiltrations of bone marrow ; the criterion for splenectomy 
in thrombocytopenia should, therefore, be the: finding of 
abundant immature megakaryocytes in the marrow. In 
splenic pancytopenia the associated anaemia may be 
haemolytic or non-haemolytic. The bone marrow is highly 
cellular, and splenectomy usually cures.‘ Neutropenia, 
thrombocytopenia, and anaemia often occur when the spleen 
is enlarged in other diseases, such as leukaemia, lymph- 
adenoma, and kala-azar. In these cases, which are some- 
times referred to as secondary hypersplenism, it is probable 
that the spleen exerts the same inhibitory effect as in 
primary hypersplenism: for example, the anhaemopoietic 
crises of acholuric jaundice might be attributed to second- 
ary hypersplenism.® It is possible that those cases of 
secondary hypersplenism in which the symptoms of bone- 
marrow inhibition predominate will benefit from splenec- 
tomy. It is clear that in selecting patients for operation 
it is essential to differentiate between the symptoms of 
hypersplenism and those of the primary disorder. 

Banti’s syndrome has sometimes been regarded as a 
condition amenable to treatment by splenomegaly, but 
Howells* showed that there was no increased expectancy 
of life after splenectomy. Views on Banti’s disease have 
altered considerably in recent years. It is known that the 
majority of cases are due to hepatic cirrhosis, and others 
follow portal hypertension caused by other conditions. It 
is better to use the term “ congestive splenomegaly,” and 
to try to find the precise cause in each case. In congestive 
splenomegaly due to hepatic cirrhosis splenectomy is indi- 
cated only when the symptoms of hypersplenism—anaemia, 
leucopenia, or thrombocytopenia—predominate over those 


of portal hypertension. In the relief of portal hypertensig(y P® 
splenectomy is far inferior to operations designed to shuy ileitt 
venous return from the portal to the systemic channek an 
When congestive splenomegaly arises from thrombosis ¢ ow 
the splenic vein it is cured by removal of the spleen, :§ and 
fact which might well account for some of the earl § (“al 
enthusiastic reports on the value of splenectomy in Banti; TI 
disease. The indications for splenectomy are becoming fully 
clearer and the need for judicious selection of cases j a 
apparent. Each case must be considered individually an of " 
the function of the spleen carefully assessed in relation» poli 
the patient's disease. at d 
of | 
pant 
THE SORE TONGUE 
Soreness of the tongue is a symptom shared by a number 
of diseases patently due to, or accompanied by, nutritional 
defects. It is common in sprue and other forms of steator.f A f 
rhoea, in pellagra, in Addisonian pernicious anaemia, inf {nsti 
chronic hypochromic anaemia, in cirrhosis of the liver, and colle 
after the administration of folic acid antagonists. Although § outb 
a sore tongue and a suspected or proved deficiency of on port 
of the B group of vitamins links these disorders, the patten ago 
of ectodermal change varies in the different diseases, and pan 
only glossitis is common to all. A careful anatomical study apps 
would be valuable, for it is important to know whether th this 
changes are similar in all these varieties of glossitis. AB ther 
few examples will show the varied pictures encountered; § whi 
in steatorrhoea, stomatitis accompanies glossitis, though case 
this is rare in pernicious anaemia; in the latter and in on | 
hypochromic anaemia there is often prematurely whit™ area 
hair, but the second of these is associated with angula§ viou 
stomatitis and with changes in the nails and hypopharyngeal ther 
mucosa which are not observed in the first. Again, def: A 
ciency of riboflavin is recognized as the cause of a syndrome§ noti 
in which angular stomatitis, corneal vascularization, and acce 


a scaly desquamation in the naso-labial folds and the 
perineum are combined with a sore, “ magenta-coloured” 
tongue. Stomatitis and glossitis are also familiar signs in 
nicotinic acid deficiency. 

The relation between these various syndromes is unsettled, 
but two recent papers by Dr. Alexander Brown, one of which 
was published in the Journal of April 23 (p. 704) and the 
other which appears in this issue, contribute to our under- 
standing of the problem, while underlining its complexity. 
He has observed seven patients with Addisonian pernicious 
anaemia in whom sore tongue was a feature. In four of 
these glossitis made its appearance while the anaemia was 
effectively controlled by liver extract—an observation 
proving that sore tongue is not necessarily related to 
deficiency of the anti-pernicious-anaemia principle of liver. 
Calcium pantothenate cured the glossitis in these patients; 
in the two to whom it was administered nicotinic acid was 
ineffective. In one patient, receiving full doses of.liver extract, 
stomatitis and glossitis were relieved by nicotinic acid, but 
when the symptoms recurred nicotinic acid was only pat- 
tially effective, and the condition was cured after riboflavin 
was added ; in a second relapse riboflavin was again cure 
tive after calcium pantothenate had proved ineffective: In 
one untreated case sore tongue was not relieved by calcium 
pantothenate, nicotinamide, or riboflavin, though folic acid 
and, later, liver extract were completely effective. The 
seventh patient, while receiving full doses of liver extract 
for a relapse of her anaemia, developed the typical syt 
drome of riboflavin deficiency ; she recovered rapidly when 
this vitamin was administered. In his second papef 
Dr. Brown reports the case of a patient in whom steator 
rhoea, persistent glossitis, and stomatitis followed the 
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. & operation of ileocolostomy for what was probably regional 
pe ileitis. This patient was observed over a period of two 
unt 


years, and it was possible to prove that on separate occa- 
sions the oral symptoms were controlled by calcium 
pantothenate, by inositol, by yeast extract (“ marmite”), 


spleen, and by intramuscular injection of a refined liver extract 
he earlie§ (“ anahaemin ”). 
in Bani; The significance of these observations cannot yet be 


fully assessed. Dr. Brown suggests that in the patient with 
jleocolostomy sore tongue was due to pantothenic acid 
deficiency ; this appears to be true also of at least four 
of his patients with pernicious anaemia. Perhaps a meta- 
bolic system should be visualized which may break down 
at different levels. jThe anti-pernicious-anaemia principle 
of liver corrects the fault in most cases, but in some 
pantothenic acid, or the closely related inositol, is required. 


PLAGUE IN CALCUTTA 


A few weeks ago Professor S. C. Seal of the All-India 
Institute of Hygiene and Public Health warned his 


liver, and # colleagues at the Calcutta Medical Club that the present 
Although § outbreak of plague in India might assume epidemic pro- 
-y Of of portions. Plague reappeared in Calcutta fourteen months 
e pattem ago and exactly fifty years after the beginning of the last 


pandemic. The disease seemed virtually to have dis- 
appeared from the city for the last twenty years. During 
this period imported cases were occasionally reported, but 
there had never been anything resembling the epidemic 
which began on April 17, 1898. Curiously enough, the first 
case of plague to be diagnosed in Calcutta in 1948 appeared 
on the same date, April 17, and in the same Colootola 
area. Later, 11 cases were shown to have occurred pre- 
viously, and of these patients 8 had died. Subsequently 
there was a much larger incidence of milder cases. 

Altogether in 1948, 276 suspected cases of plague were 
notified in Calcutta. Of these only 173 were clinically 
accepted as cases of plague, including 35 cases confirmed 
bacteriologically. There were 23 deaths, giving a fatality 
rate of 13.3%, and the peak of the outbreak was in the 
last week of April. About 5,000 rats were examined in 
April and May, 1948, and 19 showed evidence of plague 
infection! ; of these, 7 were R. rattus and 12 R. norvegicus. 
The organisms in most instances, however, were scanty, 
and the same feature was observed in human cases. 

In 1949 the first cases began to appear towards the end 
of February—a littlé earlier than in 1948. The tota! num- 
ber of suspected cases recorded up to May 23 was 265, 
of which as many as 240 cases had been accepted clinically, 
while in 70 or more the diagnosis of plague had been 


ervation § confirmed bacteriologically. Thus the number of cases 
ated t0§ has already exceeded the total for last year. Among the 
of livet.§ 265 notifications there were several septicaemic cases, and 
atients; § 16 were of the pneumonic type with 15 deaths. In this 


cid was 
extract, 
cid, but 
ily par- 
oflavin 
n cura 


group of 16 only five cases were available for bacteério- 
logical examination, and in four of them P. pestis was 
identified ; the last patient received streptomycin before 
material for examination could be collected and is the 
only one to have recovered. In the whole series there 
have been 52 deaths, the fatality rate thus being 19.6% as 


ve. Inf against 13.3% in 1948. Even if the pneumonic cases are 
calcium § excluded the fatality rate works out at 14.75% in spite 
lic acid § of treatment with streptomycin and sulphonamides. ‘Infec- 

The § ted rats have also been more widely distributed than last 


year. Among 8,000 rats examined in recent months 32 
al syt-— were found to be infected, including 8 live rats. Already 
y when ® eleven wards of the city of Calcutta besides the Dum Dum 

paper and Howrah city areas are involved in the outbreak. In 


1 Seal, S. C,., and Lal., R. B. Ind. med. Gaz., 1948, 83, 145. 
2 Thid., 1948 83, 137. 


contrast to the findings last year the number of organisms 
in the spleen and in lymph-node smears has been much © 
larger, and in fact blood smears have also revealed 
P. pestis. Another difference noted this year is that the 
incidence of the disease has not yet begun to decline. 
In brief, over the last five months in Calcutta there has 
been a geographical extension of the disease to different 
parts of the city and suburbs, a higher incidence of cases, 
and greater virulence, as evidenced by the occurrence of 
some pneumonic and septicaemic cases and an increased 
fatality rate. It may be added that plague has 
reappeared not only in Calcutta but also in many other 
towns and cities of India where the disease has been either 
absent or quiescent for many years. ag: 

These trends provide disturbing evidence of some change 
which, if it continues, may set the stage for a major 
epidemic of plague. Calcutta had 239 deaths from plague 
in 1898 and 2,029 deaths in 1899. The following year 
there were 8,275 deaths in Calcutta and 13,285 in Bombay.” 
The experience of the last two years does not show the 
same steeply rising incidence, but it is clearly wise for the 
public health authorities to warn local medical, practi- 
tioners, as they have done, of the possibility that plague 
may again become a major problem. The last few deaths 
from plague in Bengal and Calcutta were in’ 1925, and 
since then a new generation of doctors has grown up 
with few opportunities of studying the clinical effects and 
epidemiology of P. pestis. Fortunately much more is | 
known now about prevention and treatment than was the 
case at the beginning of the century. 


THE ELECTRONIC BRAIN 


During the past two years a mechanical brain has been 
developed at Manchester University by Professor F. C. 
Williams, of the Department of Electrotechnics, to meet the 
requirements of two of the university mathematicians, 
Professor M. H. A. Newman and Mr. A. W. Turing. The 
machine includes 1,000 wireless valves, which are able to 
retain for long periods electrical charges representing 
numbers. It is similar to, but in some respects different 
from, machines in this country and the U.S.A. in employ- 
ing the electronic method of storing information. This 
mechanism affords the machine a “ memory ” which lasts 
until it has been cleared of its charges. It can “recall” 
how far it has progressed in its calculation in order to 
supply the next step, and is able to “ choose” between two 
alternatives at a great number of points in an extensive 
chain of calculations. The valves, like nerve cells, not only 
store the messages they recéive, but can be inhibited from 
action, can be arranged to transmit messages in response to 
impulses from one or several other valves, and may be 
prevented from transmitting if the impulses fail to arrive. 

The speed of the apparatus is several thousand times 
faster than that of the human brain. It can answer a 
simple problem under a second, and in half an hour is 
able to solve a calculation that would employ a mathema- 
tician for several months. It has just completed, in the 
space of a few weeks, a problem stated in the seventeenth 
century and that was in the last stages of its solution.’ 

An analogy between the human brain and its present 
electronic equivalent was made by Professor Jefferson in 
his Listerian Oration. The machine’s “ memory ” may rely 
on the same mechanism as that of man, but extensive 
damage to the human brain can occur without great loss 
of memory, whereas partial destruction of the machine is 
accompanied by a comparable loss of function. But we 
understand further developments of the machine may make 


1 The Times, June 11, 1949. . . 
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it in this respect etl with the brain. - iia the 
machine answers only set problems, and its method of 
feply is pre-set by an intelligent staff who supply it with 
the appropriate questions. It cannot, of course, as Professor 
Jefferson points out, create its own ideas and the language 


’ to express them ; it will attempt the insoluble until stopped 


by the operator ; it has no opinions, no creative thinking, 
and no emotions. “We feel, perhaps,” Jefferson said, 
“that we are being pushed, gently not roughly pushed, 
to accept the great likeness between the actions of electronic 
machines and those of the nervous system ” ; but he pointed 
out that advances had been made by observation of the 
living thing itself, and stressed again and again in his 
fascinating oration that we accept likeness to mechanism 
only as analogy and not as identity. The living nerve cell 
and the nervous impulses had no counterpart: “ They are 
not exactly like anything except themselves.” Again, 
speaking of the brain, he observed that “however its 
functions may be mimicked by machines it remains itself 
and is unique in nature.” The emphasis on the unique- 
ness of the thing in nature is important, for, as Jefferson 
observed, the ill-informed may be tempted to go to great 
lengths of fantasy. It had been a hard task to dissuade 
man from reading into animals the qualities of the human 
mind ; he saw the new and greater danger threatening— 
that of anthropomorphizing the machine. 


DOCTORS TAKE THE RORSCHACH TEST 


Any data bearing on temperamental fitness for a medical 
career will be studied with interest by those who are concerned 
with the selection of medical students. The Rorschach ink- 
blot test, which has undoubted usefulness in the assessment 
of some aspects of temperament, is familiar to psychiatrists 
as an aid to the study of personality and to differential 
diagnosis. But it has not, up to the present at least, found 
much application in the field of occupational psychology. 
In a recent article Schachter' has described the results 
obtained when the test was given to 20 do@tors practising in 
Marseilles. The subjects were mostly young, and six of 
them were women. The aims were, first, to obtain con- 
trol records from a group of highly educated normal indi- 
viduals, and, secondly, to discover how a medical training 
might affect performance of the test. Although the study 
was not primarily concerned with vocational fitness, the 
findings may be of some interest to those who aspire to 
select personalities specially suited to the vicissitudes of 
a medical career. 

The outcome of Schachter’s inquiry was by no means 
unflattering to the medical men and women who offered 
themselves as subjects. According to the accepted code of 
Rorschach interpretation, they were found in general to 
possess a practical type of intelligence, a somewhat extra- 
verted personality, and a good capacity for adaptation. It 
is hardly surprising that some of the ink-blots were inter- 
preted as anatomical designs, which the author attributes, 
reasonably enough, to special training rather than to the 
rigid interests of the hypochondriacal. An interesting point 
was that no fewer than eight of the subjects offered occa- 
sional responses based exclusively on the colour of the 
designs. This is a type of response commonly encountered 
in the records of abnormal individuals and is convention- 
ally held to indicate ¢rude impulsive traits. It is possible 
that this interpretation will require revision in the light of 
Schachter’s findings. On the whole, however, the patterns 
of response obtained were characteristic of. any normal and 
well-educated group, and the special features noted are too 
slight to be of value for vocational selection. More details 
about the type of work done by the subjects would have 


1 Act a neurol. psychiat. belg ., 1948, 48, 22 


been interesting, and also about the success and satisfac. 
tion which each had attained in his professional career, 

It is to be hoped that the limited character of Schachter’; 
study. will not deter other Rorschach workers from follow. 
ing up the topic which he has begun to explore. A large. B 
scale Rorschach study of medical students followed wp 
for a number of years after qualification would be of great 
help in assessing the prognostic value of the test. There is 
to-day an urgent and understandable demand for quick 
methods in judging personality. But it is not always realized 
that long and laborious research must be undertaken before fF 
any test method can be trusted to give reliable indications 
of temperamental fitness. There is at present no weapog 
in the psychologist’s armoury that enables him to attack 
with any confidence that most difficult problem of tempera. 
mental fitness for a career in medicine. 


DR. ELLIOTT P. JOSLIN 


The medical profession of Britain will wish to join us in 
saluting Dr. Elliott P. Joslin on the occasion of his 80th 
birthday, which he reached on June 6. For the past 5 
years Dr. Joslin has been studying the problems of diabetes 
and has won a world-wide reputation as an authority on 
this disease. In recognition of this the British Medical 
Association this year added his name to its distinguished 
list of foreign corresponding members. Diabetics all over 
the world owe him a great debt, for in the pre- and the 
post-insulin days he has been unflagging in his efforts to 
evolve a rational treatment of this disease. Not only that, 
but he has been a great educative force, and, charmingly 
characteristic of the man, he has conferred medals on those 
who have survived with their disease for varying lengths 
of time. At Brussels last week he presented such a medal 
to Dr. R. D. Lawrence, who for 20 years has led an active Ff 
professional life as an expert in diabetes, and was among 
the first, we understand, to receive insulin in this country. 

Dr. Joslin started practising medicine in Boston in 1895 
and taught in the Harvard Medical School, beginning as 
assistant in physiological chemistry in 1898 and ending as 


clinical professor of medicine from 1922 to 1937. In 1943 @obtaine 
he was presented by the American Medical Association ##8* 2n 
with i’ Distinguished Services Medal and Award. In the Yh © 
words of the New York Times, “ the thousands of patients view 
who have passed through the Joslin Institute in Boston Be onter, 
will join physicians in wishing Dr. Joslin more years of ordinat 
activity.” oped, 
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BIRTHDAY HONOURS 


Among the Birthday Honours to medical men—a full list _ ‘ 
appears elsewhere in this issue—we note in particular the ae 


knighthood bestowed upon Mr. H. S. Souttar. Mr. Souttar 
for many years gave freely of his time and energy to the 
British Medical Association. Apart from serving on its 
various committees, he was from 1934 to 1937 chairman of 
the Representative Body and from 1939 to 1943 chairman of 
Council. He was chairman of the Medical Planning Com- 
mission set up by the B.M.A. early in the war, the draft 
interim report of which was published in 1942. He created, 
we believe, a record in then becoming also president of the 
B.M.A., in 1945. His colleagues in the Association and the 
profession at large will be gratified to see his many services 
to the medical profession thus fitly recognized. 

B.M.A., too, will welcome the bestowal of the C.B.E. on 
Professor R. M. F. Picken, who for several years was 4 
member of Council and chairman of the Public Health 
Committee, and of the O.B.E. on Dr. Noel Waterfield, who 
for many years has been a member of Council and is also 
chairman of its Ethical Committee. _— 
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Satisfac. 
career, MEDICAL ABSTRACTING 
oo: CONFERENCE HELD BY UNESCO 


soon after Unesco had been established as one of the specialized 
gencies of the United Nations its Department of Natural 
iences began to consider the problem of abstracting in medi- 
ine and biology. During the past two and a half years it has 
eld meetings composed of representatives of non-profit-making 
bstracting agencies, and its activities have been jointly spon- 
ored by the World Health Organization. ; The first full meet- 
ng of the Committee on Medical and Biological Abstracting 
nd Indexing set up by Unesco met in Paris a fortnight ago 
nder the chairmanship of Dr. Hugh Clegg, Editor, British 
edical Journal. 

The meeting was opened by the director-general, Monsieur 
). Torres Bopet, who said that the word “abstract” 
evertheless represented something very concrete. Behind the 
ondensed analysis, the initials, and the abbreviations was 
idden a useful effort of thought. After the second world war 
communications between the greater part of Europe and other 
ontinents had been cut for nearly five years ; a real desire had 
ade itself felt to know what had been done. Earlier there 
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his 80th ad been much praiseworthy initiative, and international co- 
past 50 Boperation had existed in the sphere of medicine and biology. 
diabetes Bput at the end of the war there was urgent need for an immedi- 
srity on fate and more embracing effort than there had been in the past. 
Medical @Unesco took this question up without delay, even when it was 


only a preparatory commission. Since then, for more than 
hree years it had not ceased to encourage co-operation between 
he abstracting services in medicine and biology. What had 
already been achieved was by no means negligible, even if it 
only indicated the direction for future progress. First of all it 
as important to gather together experts on the subject from 
arious countries ; jointly they sought for a solution of com- 
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mn those mon problems, and tried to resolve any conflicting interests 
lengths there might be between different publications. As the com- 
1 medal mittee included only non-profit-making agencies in order to 
n active ake their services available at a low price, the whole scientific 


orld became its beneficiaries. AS one of the aims of the 
ommittee was to avoid duplication of effort the director- 
eneral applauded the decision of the World Health Organiza- 
ion not to enter the field of abstracting without prior consulta- 
ion with the Committee for Co-ordination of Abstracting in 


among 
ountry. 
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ning as 


ding as Hthe Medical and Biological Sciences. The results already 
[In 1943 Mobtained were only clearing the way. It was good to encour- 
ciation mage and co-ordinate, but what was important now was to make 
In the #uch co-operation more effective. The committee would have 


an important part to play ip the International Conference on 
Scientific Abstracting to be held by Unesco on June 20. If this 
onference decided to set up an international bureau for co- 
ordination of scientific abstracting this committee would, he 
oped, be an active element in it. But in considering this they 
would not forget the immediate tasks of the present session, 
such as the decision to prepare a’ complete list of medico- 
biological journals, to standardize nomenclature and abbrevia- 
tions, and to plan abstracting so that nothing would be missed 
from medico-biological literature. Many problems were pre- 
sented by the choice of publications for abstracting, by editing, 
by the principles of classification, and by the gradual formation 
of a scientific polyglot vocabulary. It was necessary to bring to 
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sideration and tolerance. In their field he was convinced that 
the committee would surmount their difficulties and thus contri- 
bute to the progress of science and international understanding. 

Statements were then made by Dr. N. Howarp Jones, director 
of Library and Reference Services of WHO, and by Professor 
F. Verzar, on behalf of the Food and Agriculture Organiza- 
tion, both of them expressing the interest of their agencies in 
the subject and aims of the committee. The meeting was then 
addressed by the director of the Department of Natural 
Sciences, Professor P. AUGER, who observed that Unesco 
intended to carry on the work begun in the field of abstract- 
ing, and was conscious of the size of this task owing to the 
fact that some 50,000 scientific periodicals were now being 
published in the world. Unesco had under consideration the 
Setting up of a small permanent body to put into effect the 
Tesolutions passed by this and other committees, and the com- 


this work not only expert knowledge but the spirit of con- - 


mittee he was addressing would have to consider whether it 
would merge itself into a larger bureau on scientific abstracting, 
a matter which would come up for discussion a fortnight later. 
One of the problems of this committee was to consider how it 
should co-ordinate its work with the bigger conference. 


Background 


Dr. CLEGG, chairman of the committee, for the benefit of 
those present for the first time, then gave an account of some 
of the wurk that had been done since 1946. Towards the end 
of the war the British Medical Association had decided to start 
a medical abstracting service as soon as conditions permitted, 
and had learned that a similar idea had occurred to a group 
of scientists in Amsterdam, who, under the general title of 
Excerpta Medica, intended to publish a series of abstracting 
journals in the English language. It was this bilateral effort 
and the possible duplication of time and effort that might arise 
from it that had determined Unesco to set up a co-ordinating 
committee. Other groups then became interested in the project, 
and in particular the National Research Council in Washington 
had expressed its opinion that Unesco had “a unique oppor- 
tunity to perform a useful function in the international aspects 
of science by (a) assisting biological and medical abstracting 
services to accomplish a full coverage in biology and medicine ; 
(b) elimination of wasteful duplication ; and (c) publication at 
reasonable prices.” The National Research Council thought 
that these objectives could be reached by non-profit-making 
enterprises. 

The Interim Committee passed a number of resolutions. One 
of these was to the effect that the duplication of specialist 
abstracting journals was undesirable, and another was that a 
comprehensive abstracting service in the sense of abstracting 
all articles of all journals was neither possible nor desirable. 
The abstracting services represented in the Interim Committee 
undertook to see how far they could collaborate by the 
exchange of abstracts and by avoiding duplication of abstracting 
sections. 

There had been two opposite points of view on how best to 
co-ordinate the work of abstracting. One of these was that one 
international abstracting service for biology and medicine should 
be set up, and the other that existing agencies should continue 
in being and attempt to correlate their work. Dr. Clegg thought 
it would be impossible to realize the ambitious scheme of 
setting up one international agency, and it would be much 
better first to attempt to secure agreement on small details of 
importance to those editing, publishing, and using abstracting 
journals. There. was, for example, the question of adopting a 
common method of abbreviating titles of periodicals, and the 
Interim Committee had passed a resolution in favour of the 
method used by the World List of Scientific Periodicals. There 
was at the moment no uniformity in the method of abbreviating 
titles. Similarly there was no uniformity in arranging the 
bibliographical entry to an abstract. There was also confusion 
in the use of symbols and abbreviations. 

Dr. Clegg concluded by suggesting that at the end of its 
deliberations the committee might suggest that Unesco should 
provide instruments useful for all abstracting agencies. Those 
that seemed to be feasible were: (1) A polyglot glossary for the 
medical and biological sciences. (2) A published list of existing 
medico-biological journals and their abbreviations. (3) A hand- 
book of internationally accepted abbreviations and symbols. 


Towards Co-ordination 


Professor M. W. WoERDEMAN, editor-in-chief of Excerpta 
Medica, in a short paper on the co-ordination of the work of 
abstracting services, pointed out that in medicine there were 
groups of readers whose requirements differed greatly, owing 
to increasing specialization and the consequent narrowing of 
interest on the part of the reader. It would not be possible to 
satisfy the many divergent interests by a single abstracting 
service. When a scientific article was of interest to more than 
one group of readers it might be preferable to have it abstracted 
by different experts, who alone would know the special interests 
of their particular group. Any attempt to centralize abstract- 
ing work would lead to this being overlooked. He did not think 
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that the overlapping of fields of interest of different abstracting 
organizations was necessarily a bad thing. There should be 
avoidance of overlapping in the preparation rather than in 
the publication of abstracts. For the less well-known languages 
the various abstracting agencies might jointly use the services 
of common offices in the countries of these languages. Co- 
ordination of work would be facilitated by joint agreement 
on the arrangement of the details of an abstract, nomenclature, 
abbreviations, classification, and indexing, and also on the 
instructions to be given to abstracters. 


Arrangement of Abstract Entry 


On one of the points referred to by Professor Woerdeman— 
the arrangement of bibliographical information in abstracting 
journals—Dr. IsaBeLLa Lerrcn, director of the Commonwealth 
Bureau of Animal Nutrition, read a paper which was accom- 
panied by a printed document showing the wide variety of 
usage in various abstracting journals. She considered that the 
bibliographical information should be set out in this order: 
(1) author’s name; (2) the place where the work was done ; 
(3) the full title of the paper; (4) a translation, not necessarily 
literal, of the title ; (5) the name of the journal, year of publica- 
tion, volume, part number, first and last pages of the paper. 

In a discussion on this Dr. G. M. Finpiay said the evidence 
presented to the Royal Society Conference on Scientific Infor- 
mation showed that most journals placed the title of the paper 
first in order. But the committee voted heavily in favour of 
the order suggested by Dr. Leitch, whose paper also pertinently 
referred to the sins of omission and commission of editors and 
authors, all of which had a bearing upon the problems of 
abstracting and indexing. 


The User’s Viewpoint 


Mrs. EILEEN R. CUNNINGHAM, of the Medical Library Associa- 
tion of the U.S.A., gave a helpful analysis of the results of a 
questionary sent to medical librarians in North America and 
elsewhere. A very large majority of librarians were in favour 
of standardizing the form of bibliographical data, and advocated 
that the author’s name should come first. They stressed the 
importance of promptness of publication both of abstracts and 
of indexes. As users they expressed a preference for the 
informative as against the indicative type of abstract. 

The point of view of the user was also cogently expressed by 
Professor P. Lépine, a research worker in the Institut Pasteur 
of Paris. His paper was based on his own experience and on an 
inquiry made among his colleagues. Professor Lépine urged that 
there should be speedy publication ; the users he had consulted 
would prefer a short abstract to be published quickly rather than 
a long abstract which would appear some months after the publi- 
cation of the original article abstracted. From what he said it 
seemed clear that research workers needed a quick reference 
system, and one speaker suggested that the needs of these were 
in this respect different from those of the practising physician 
or surgeon, who required full infermation on which he might 
have solely to depend because of his distance from a good 
library or his ignorance of the language of the original article. 
Professor Lépine stressed the need for classification under clear 
subject-headings and for cross-references in the same journal to 
abstracts bearing on the same subject. He and his colleagues 
agreed with Dr. Leitch and the librarians in preferring that the 
author’s name should come first in the bibliographical entry, 
and that this should be followed by the full title of the work in 
the original language. He laid special stress on the preparation 
of annual author and subject indexes to facilitate bibliographical 
research. To simplify the task of the user he considered it 
would be advantageous if a standardized method of arrange- 
ment of abstracts could be adopted by abstracting journals 
throughout the world. He advocated standardization of 
abbreviations and symbols used for metric units, chemical 
formulae, etc., and also adoption of the metric system in all 
scientific publications. 

Dr. MarGuertte LworF read an interesting paper on abbrevi- 
ations, contractions, and symbols used in the medical and bio- 
logical sciences. She differentiated between those accepted 
internationally ‘and those peculiar to different countries, especi- 
ally in the Anglo-Saxon world. Dr. Lwoff pointed out that 


even with accepted international standards authors and editoy 
used many variations. She gave as an example the abbreyj; 
tions for the cubic centimetre, given variously as c.c., c.cm, 
and what she regarded as the illogical substitution of ml. } 
her view cm* was the only correct and logical usage, but sh 
realized she was fighting a losing battle against ml. She note 
with regret that even French writers employed gr. as a contra. 
tion for gramme. Her recommendations that only recognize 
abbreviations should be employed, that the metric system 
should be generally adopted, and that local abbreviations should 
be avoided were endorsed by the committee. 


Editing and Informing 

Dr. G.-M. Finpiay, editor of Abstracts of World Medicine, 
gave the committee an interesting survey of the work already 
done by the Royal Society Conference on Scientific Information, 
and then went on to discuss abstracting from the point of view 
of the editor. He drew attention to the difficulty there was in 
finding out what medical and biological journals were actually 
being published in different parts of the world and to the diff- 
culty, because of currency and other obstacles, even of obtain- 
ing those known to be published. Again, there was the problem 
of finding abstracters expert in a certain subject and also having 
a knowledge of the less common languages. An undesirable 
feature was the publication of the same article in more than 
one journal. Many of his observations bore out what Dr. Leitch 
had said about the faults of authors and editors. For example, 
tables were often presented in such a way that the reader could 
not deduce results of statistical significance and they did no 
always agree with what was in the text. The varying position 
of the contents list in journals increased the labour of thos 
who had to select papers for abstracting. Dr. Findlay alw 
criticized the number of different proprietary names for th 
same drug and the lack of uniformity in chemical terminology. 
References to prévious literature were often incomplete « 
incorrect and the nomenclature of diseases was still ini 
chaotic state. He urged that a full list of medical and bic 
logical journals should be published and should be brought w 
to date at six-monthly intervals. He urged, too, that ther 
should be full facility for the free interchange of medical ani 
biological journals between different countries. The com 
mittee agreed with these views, and in general with his dis 
approval of the use of authors’ abstracts. But it was pointed 
out that one of the strongest arguments in favour of author 
abstracts was the existence of the valuable journal Biologica 
Abstracts edited by Dr. J. E. Flynn, who relied upon these ver 
largely in the compilation of his useful periodical. 

Dr. CHARLES WiLCocks, director of the Bureau of Hygiew 
and Tropical Diseasés, London, then gave an interesting talk a 
the use of the abstracting organization as an information ser 
vice. He considered that accuracy rather than promptnes 
should be the first consideration of the editor of an abstract 
ing journal and that continuity of interest could be maintainel 
only by continuity of editing. He described how the Tropic 
Diseases Bulletin and the Bulletin of Hygiene had evolved it 
response to needs, and how his bureau exchanged services wil 
many other institutions. As examples of the invisible expot 


’ of information he instanced the facts that his bureau provided 


a professor of industrial medicine with all the titles and article 
on his subject, and extended a similar service to the Medici 
Research Council on toxicology. 


Conclusion 


The committee ended its three and a half days’ conferent 
by forwarding proposals to Unesco and making some recot 
mendations which it is hoped will in time be adopted by abstract 
ing organizations. It asked Unesco to publish a list of medict 
biological journals with the system of abbreviations adopted } 
the World List. It also recommended that in such a list ther 
should appear: opposite the journal titles symbols to indict 
which abstracting organizations included them in their survé 
It asked Unesco to collect information on abbreviations a 
symbols used in medico-biological literature, and, having dot 
this, to consider publication in a form suitable for use ¥ 
abstracting services, editors, and scientists. It adopted the pit 
posal made by Dr. Leitch for the method of arranging ! 
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bibliographical entry to an abstract ; urged that Unesco should 
continue its effort to promote the free interchange of medical 
and biological journals among different countries ; advocated 
the universal use of the metric system for weights and measures 
and the centigrade system for recording temperatures in medical 
and biological communications ; and advised the setting up of 
local advisory abstracting committees composed of editors and 
other representatives of abstracting agencies. It also recom- 
mended that editors of medical and biological journals should 
adopt greater uniformity in terms and greater precision in the 
papers appearing in their journals. 

Those taking part in the conference were: Dr. H. Clegg; 
Dr. E. J. Crane, Chemical Abstracts (U.S.A.); Mrs. E. R. 
Cunningham, Medical Library Association (U.S.A.); Dr. G. M. 
Findlay, Abstracts of World Medicine; Dr. J. E. Flynn, Bio- 
logical Abstracts (U.S.A.); Sir Herbert Howard, Common- 
wealth Agricultural Bureaux; Professor L. Justin-Besangon, 
Association de l’Enseignement Médical des Hépitaux (France) ; 
Dr. L. Lampitt, British Abstracts ; Dr. I. Leitch, Commonwealth 
Bureau of Animal Nutrition; Dr. M. Lwoff, Bulletin de 
l'Institut Pasteur (France); Dr. H. R. Viets, American Medical 
Association; Dr. Charles Wilcocks, Bureau of Hygiene and 
Tropical Diseases, iondon; Professor M. W. Woerdeman, 
Excerpta Medica (Netherlands). Also present as observers 
were: Dr. N. Howard Jones, Director of Library and Reference 
Services, WHO; Professor F. Verzar, University of Basle, for 
FAO; Dr. S. V. Larkey, Welch Medical Library, representing 
the Army Medical Library (U.S.A.); Dr. P. Lépine, Institut 
Pasteur (France); Professor R. V. Talice, Faculty of Medicine, 
University of Montevideo (Uruguay); Dr. A. Hann, Inter- 
national Federation for Documentation ; and Mde. Duprat, of 
the Bibliothéque Nationale of Paris. 
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MEDICAL BIRTHDAY HONOURS 


The names of the following members of the medical profession 
were included in a Birthday Honours List published in 
Supplements to the London Gazette on June 9: 


K.B.E, (Military Division) 

New CanTLie, C.B., M.C., M.B., F.R.C.S., Lieutenant-General, 
late R.A.M.C. Honorary Physician to the King. Director-General, 
Army Medical Services. 

Knighthood 

ARTHUR MARCELLUS DE SILVA, C.B.E., F.R.C.S., Member of the 
Public Service Commission, Colombo, Ceylon. 

JosEPH FRANCIS ENGLEDUE PriDEAUX, C.B.E., M.R.C.S., L.R.C.P., 
Director-General of Medical Services, Ministry of Pensions. 

HENRY Sessions Souttar, C.B.E., D.M., M.Ch., F.R.C.S., Con- 
sulting Surgeon, London Hospital. _Past-President of the British 
Medical Association. 

C.B. (Military Division) 
FREDERICK JOHN Murpuy, C.B.E., M.B., B.Ch., D.P.H., Air Vice- 
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e Tropicii§ Marshal, R.A.F. Honorary Surgeon to the King. 

evolved it] KENNETH ALEXANDER MacDonaLp Tomory, O.B.E., M.B., Ch.B., 
-vices wit Maior-General, late R.A.M.C. Honorary Physician to the King. 
CMG. 

eal CHarces NorMAN ATKINS, M.B., Ch.B., D.P.H., City Health 


Officer for Hobart, Tasmania. 

CuarLes HerBerT HAMPSHIRE, M.B., B.S., F.R.I.C., Ph.C., Secre- 
tary, British Pharmacopoeia Commission. 

James Grant SMITH TurNER, M.B., Ch.B., D.P.H., D.T.M., 
Colonial Medical Service. Director of Medical Services, Gold Coast. 


C.B.E. (Military Division) 
Davip Fetres, O.B.E., F.R.C.S.Ed., Brigadier, late R.A.M.C. 


e Medica 


y abstract Honorary Surgeon to the King. 

sf medice James HaMILTon, M.B., Ch.B., Surgeon Captain, R.N. 
re C.B.E. (Civil Division) 

CHARLES WorTHAM Brook, Ph.D., MRCS. L.R.CP. For 
ie walle Political and public services. 

“it su iy Francis HENRY KNETHELL GREEN, M.D., F.R.C.P., Assistant 
tions Secretary, Medical Research Council. 
ving =THomas Kerr Lyte, M.D., M.Ch., F.R.C.S., M.R.CP., Civil 
yr use 4% Consultant in Ophthalmology to the Royal Air Force. 

1 the pre i 


LE FLEMING WiLKiE Mitar, M.D., Chairman, Scottish 
nging Medical Practices Committee. 


RaLPH MONTGOMERY FULLARTON PICKEN, M.B., Ch.B., D.P.H., 
Provost and Mansel Talbot Professor of Preventive Medicine, Welsh 
National School of Medicine. ; 

THomas EDMUND ALEXANDER STOWELL, M.D., F.R.C.S. For 
services to industrial medicine. 


O.B.E. (Military Division) 


WILLIAM VINCENT Beach, F.R.C.S.Ed., Surgeon Commander, R.N. 
-EpWarD ALEXANDER Rice, M.B., B.Ch., Wing Commander, R.A.F. 


O.B.E. (Civil Division) 

ALBERT WILLIAM JOHN CraFT, M.R.C.S., L.R.C.P., Principal 
Medical Officer, Ministry of Pensions. 

KIRIKANKANANGE JUSTIN DE SILVA, L.M.S., J.P. For public services 
in Moratuwa, Ceylon. 

JosePpH M.D., F.R.C.O.G., Professor of Midwifery and 
Gynaecology, Malta. 

JosePpH HUBERT FERNANDO JAyaAsuRIYA, F.R.C.S., Senior Surgeon, 
General Hospital, Colombo, Ceylon. 

ALEXANDRA MARGARET ANNE Joy, M.B., B.Ch., for services as 
medical practitioner in the isolated area of Lake Grace, Western 
Australia. 

THOMAS Percy Rees, M.D., M.R.C.P., D.P.M., Medical Superin- 
tendent, Warlingham Park Mental Hospital, Surrey. 5 

ARUMUGAM VISWALINGAM, L.M.S., lately Ophthalmic Specialist, 
Malayan Medical Service. 

Noet EverarD WATERFIELD, M.B., F.R.C.S., County Director, 
Surrey Branch, British Red Cross Society. 

EpWaRD MILNs BAINBRIDGE WEST, B.M., B.Ch., Chief Officer, 
African Affairs Department, Southern Rhodesia. 

WALTER GERALD WICKREMASINGHE, M.R.C.S., L.R.C.P., Acting 
Director of Medical and Sanitary Services, Ceylon. 

GERALD RICHARD CourTENAY WILSON, M.R.C.S., L.R.C.P., Acting 
Senior Medical Officer, Tanganyika. ; 


Honorary O.B.E, (Civil Division) 


Ho Ko Tsun, Medical Officer in charge of the Eastern Chinese 
Public Dispensary, Hong Kong. 


M.B.E. (Military Division) 
Rosina Mary Duncan MorreLt, M.B., B.S., Major, R.A.M.C. 


M.B.E. (Civil Division) 


Maurice PENNEFATHER Browne, M.R.C.S., L.R.C.P., D.T.M.&H., 
Colonial Medical Service, Medical Officer, Gold Coast. 

JoHN Minto Fitton, M.B., F.R.C.S., Orthopaedic Surgeon, 
Mauritius. 

ARTHUR GEORGE TEASDALE MATTHEWS, Medical Officer at His 
Majesty’s Agency and Consulate at Muscat, Arabia. 

WiittiaM GeorGe Rose, L.R.C.P.&S.Ed., Medical Officer for 
Eastern Districts, Southern Rhodesia. 


The following appointments also appeared in the Honours List: 
Order of Merit, Sir Robert Robinson, M.A., LL.D., D.Sc., President 
of the Royal Society since 1945. D.B.E., Miss Harriette Chick, 
C.B.E., D.Sc., for services to the study of nutrition. O.B.E., David 
Garnet Davey, M.Sc., Ph.D., and Francis Leslie Rose, Ph.D., 
F.R.I.C., for their services in the discovery of paludrine and antrycide. 


LADY TATA MEMORIAL TRUST 
INTERNATIONAL AWARDS FOR RESEARCH IN BLOOD DISEASES 


The trustees of the Lady Tata Memorial Fund announce that, 
on the recommendation of the Scientific Advisory Committee 
in London, they have made the following awards for research 
in blood diseases, with special reference to leukaemia, in the 
academic year beginning on Oct. 1, 1949. Grants for research 
expenses and assistance : Dr. Marcel Claude Bessis (France), 
for work in Paris; Dr. Jérgen Bichel (Denmark), for work at 
Aarhus, Denmark; Dr. Pierre Cazal (France), for work at 
Montpellier; Dr. Johannes Clemmesen (Denmark), for work . 
in Copenhagen ; Dr. Endrev Kelemen (Hungary), for work at 
Szeged; Dr. Jagdish Chandra Mehta (India), for work at 
Agra ; Professor Charles Oberling (France), for work in Paris ; 
Dr. Edith Paterson (Great Britain), for work at Manchester ; 
Dr. Giinther Schallock (Germany), for work at Miinster ; 
Professor Edoardo Storti (Italy), for work at Pavia. Scholar- 
ships: Dr. Pascou Atanasiu (Rumania), for work in Paris ; 
Dr. Claus Frederick Munk Plum (Denmark), for work in 
Copenhagen. 
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NOVA ET VETERA® 


Nova et Vetera 


Preparations and Appliances 


A COLOURFUL VICTORIAN 


The memory of all but the very greatest surgeons is necessarily 
brief. Their achievements, like that of actors and musicians, 
- flow into the general ocean of culture and, like ripples, are 
soon lost to vision. The achievements of even the greatest 
surgeons cannot be transmitted intact to the generations that 
follow, as can that of the poet or the sculptor. Nevertheless, 
though their work has no lasting memorial, their deeds 
become an integral part of social history. Their age cannot 
be represented by the social historian unless he understands 
what certain of them have sought to do, have done, and have 
failed to do. 

We have perhaps hardly reached the stage at which a social 
history of the nineteenth century can be constructed on scientific 
lines, but in due course the historian will need a few sample 
lives of surgeons of the period. Dr. Flack' has produced a most 
readable and exactly documented account of a very typical 
surgical figure of the period. It is worth immediate note that 
during Lawson Tait’s active years the Listerian antiseptic system 
began to be displaced by aseptic methods. Much of Lawson 
Tait’s combativeness found outlet in opposing Listerian methods 
for reasons partly good but partly irrational and indeed non- 
sensical. Nevertheless, as Dr. Flack most interestingly shows, 
Tait, a blind prophet, was quite unconsciously adumbrating 
asepsis. 

Seeking a word for Lawson Tait, none comes better than the 
journalistic neologism “colourful.” His life was so full of 
tints—varied, lively, and often crude—that Dr. Flack has diffi- 
culty in enumerating them all. Tait, in fact, would make a 
good hero for a novel or melodrama, for his were passions so 
violent, instincts so valid, skill so transcending, skin so thick, 
and emotions so strong that his character shows up with 
peculiar vividness against the humdrum background of Victorian 
provincial life. It cannot be denied that he has influenced 
deeply the science and art of surgery as well as the general 
development of medical practice. Specifically, he did more 
than any man to establish gynaecology as a specialism, he 
founded the Medical Defence Union, he introduced many 
improvements in surgical technique, he raised the standard 
and status of the provincial consultant, he set a new standard 
of case-recording, he started asepsis on its victorious way, and 
he was one of the first to see the need for the special training 
of the surgeon as artist and craftsman. 

These are among the achievements of a man whose life was 
effectively ended before he was 50. - But it is much more 
pleasant to read about this turbulent genius in the well-written 
narrative of Dr. Flack than it must have been to live and work 
smoothly with him through the years. This is a type of surgeon 
that could have existed only in the medical atmosphere of the 
later nineteenth century. None of us will see his kind again. 
Any who would like to know what sort of men surgeons were 
in those days cannot do better than turn to Dr. Flack’s lively 


and often exciting pages. CHARLES SINGER. 


1 Lawson Tait, 1845-1899. _ By I. Harvey Flack. M.D. oP. 148; illustrated. 
17s 6d.) London: William Heinemann Medical Books. 1949. 


The twenty-first annual meeting of the Medical Insurance Agency 
was held on June 1. The report of the committee of management 
for 1948 recorded another successful and busy year. Grants to the 
principal medical and dental charities were sanctioned amounting in 
all (by use of the covenant system) to close upon £14,000. Progress 
in all branches of the Agency’s business in 1948 was marked, though 
the figures fot new life business were somewhat below the total for 
1947. A branch office was set up in Leeds in the autumn of 1948, 
and another branch has recently been opened in Manchesier. The 
full impact of the National Health Service upon the needs of the 
medical profession has not yet been felt; but the special facilities 
which the Agency is now able to negotiate for loans towards the 
purchase of houses, cars, or equipment have already been taken 
advantage of widely and have replaced loans for the purchase of 
practices. Lord Horder, Sir Henry Tidy, Dr. Alfred Cox, Dr. James 
Fenton, Mr. A. M. A. Moore, and Mr. R. W. Raven were re-elected 
to the committee for three years; Dr. Oliver Scott was elected to 
replace the late Dr. Bone. Dr. James Fenton was re-elected 
chairman and Dr. Henry Robinson honorary secretary. 


A NEW SURGICAL SUCTION PUMP 


Mr. David AIKEN, surgical chief assistant, Royal Hospita 
Sheffield, writes : The methods employed for producing suctig 
have included water-pumps (the least efficient), steam pump 
and electric pumps of reciprocating or rotary type. The latte 
have enjoyed the greatest popularity, but it is not certain thy 
those available were the best for theatre work. We hy 
investigated several industrial pumps, and one of these, the 
Mono pump, was found to outclass the modern surgical suctiog 
pump on account of its reliability, simple design, easy maj 
tenance, and low initial cost. 

The apparatus (see illustration) is of such sturdy construction 
that material accidentally aspirated into the pump does no ham 


heel 
| 

| 


Sectional arrangement of the Mono pump, embodying (1) suctict 
— (3) stator; (5) rotor; (10) universal drive from the mai 
shaft. 


and causes no loss of the normal vacuum of 28-30 in. (1I- 
76 cm.) of mercury. Complicated valves to prevent aspiration 
into the pump are therefore eliminated and, furthermore, th 
nurse no longer dreads the consequences of allowing th 
collecting-bottle to overflow during operations or when cleanin 
out the tubing. Long delays for repairs are obviated ani 
irritating failure of the suction during operations no longer 
occurs. 

A single rotor, rolling in a fixed stator, constitutes th’ 
mechanism of the Mono pump. The stator, which is normally 
of rubber, is in the form of a double internal helix ; the rote 
is also of helical design, but with a single scroll and wit 
half the pitch of the stator, producing a uniform and positiv 
displacement. 

This original and, simple principle has produced a pum) 
which embodies a single rotating element without valves, gear 
ing, or lubricators ; therefore maintenance charges are reduced 
to a minimum and skilled attention becomes unnecessary. Th 
rubber stator may require replacement after 4,000 hours’ cor 
tinuous working, but it costs only nine shillings and can b& 
quickly and easily fitted. 

The size or capacity of the pump is governed by the numbe 
of theatres to be supplied with suction. For theatre work om 
large unit is neither as economical nor as reliable as numerots 
small units, and therefore it is recommended that each theattt 
be equipped with a separate unit. Mono pumps A2 and A2L 
with a displacement of 150 and 300 gallons (680 and 1,360 litres 
per hour respectively, will be found the most useful sizes. 
A2 L provides a most vigorous suction because of the larg 
minute-displacement. For simplicity, for noise elimination, am 
in order to lessen the likelihood of igniting the explosive anaes 
thetics, the operating theatre should be kept free of at) 
electrical equipment that can be placed in an adjoining root 
without inconvenience to the operator or his staff. 
especially applies to suction pumps, which should be install 
in a near-by room or basement and connected to the thealt 
by pipes. 

For the past eight months two Mono pumps have bet 
used in each of our busy theatres; they have given 
satisfaction and required no attention whatsoever. 

I wish to thank Messrs. Mono Pumps, Ltd., Mono How! 
67, Clerkenwell Road, London, E.C.1, makers of the pump," 
their help. 
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ances Correspondence 


me Cancer of the Cervix 
Icing suetio Sir.—In his very interesting article (June 4, p. 978) on the inci- 
eam pump dence of cancer of the uterine cervix Mr. R. G. Maliphant says, 
The latte™ “In spite of the efforts expended in educating the public on 
certain thy cancer, etc.” I shall be greatly interested to hear where in the 
. We hay British Isles this effort has been made. It seems to me that 
f these, the the only method by which the public can be instructed con- 
gical suctin cerning the symptoms of cancer, and at the same time fear of 
easy main the disease allayed, is to train a very large number of lay 
people who would instruct small groups of other lay people. 
constructio§g At one time I had hoped that such an experimental scheme 
oes no ham would be undertaken by the British Empire Cancer Campaign 


in a limited area, but this is now very improbable, because 
it appears that certain members of the campaign consider that 
lay people should only be instructed by qualified medical practi- 
tioners. Apart from the impossibility of finding enough doctors 
with sufficient time to instruct millions of people, it is difficult 
to see how it would be possible to prevent the lay audiences 
from passing on the information received from the doctor to 
other lay people, which is precisely the point to which objection 
has been taken. 

In the second paragraph of Mr. Maliphant’s article there 
seems to be some confusion of thought concerning time and 
the stage of the disease. Surely it is probable that all malignant 
growths of the cervix give rise to bleeding approximately at the 
same time after the onset of the disease, but in the case of 
rapidly growing undifferentiated tumours the disease has 
already reached stage IV, whereas the slow-growing differen- 
tiated tumour is still stage I. Whether it is true to say that 
“early cervical cancer is usually symptomless ” depends on a 
definition of “early.” In a series of 859 cases of cancer of 
the cervix it was found that 54.5% of the patients had noticed 
irregular bleeding for more than three months before going 
to see a doctor and. included in these, 33.7% waited more than 
six months and 14.9°% over twelve months. There is therefore 
plenty of scope for lay education if somebody can be found 
to undertake the job.—I am, etc., 

London, W.1. 
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Sir,—The excellent paper on the incidence of cancer of the 
uterine cervix by Mr. R. G. Maliphant (June 4, p. 978) prompts 
me to plead for two aspects of health education which I submit 
have neither won the response of the public nor have had 
the attention paid to them which their individual importance 
merits. 

1. The attendance at post-natal clinics is, in my experience, 
poor. Those who do attend once seldom come up for examina- 
tion again. The ravages of child-bearing—and I am sure the 
morbidity is greater than we care to admit—may well be 
glossed over, or may not be manifest when a patient is examined 
four or six weeks after confinement. I would like ta see 
health propaganda concentrating on a second and much later 
examination at, say, six or nine months. 

2. Mr. Maliphant has shown that in the series investigated 
34.7% occurred in the age group 45-54. The encouragement 
fo women to undergo gynaecological examination at the meno- 
pausal years would evidently show up early stages of cancer 
which in a relatively short time might well have been classified 
as beyond hope. 

Finally, Sir, I would stress the fact that the gynaecological 
and even general examination undertaken at these two “ danger 
Periods ” would establish not only the incidence of this parti- 
cularly insidious cancer but the concomitant varieties which in 
their train bring the same tragic result—I am, etc.. 

Princes Risborough, Bucks. F. H. M. Dummer. 
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Infective Hepatitis and Portal Cirrhosis 


Sik,—The paper by Major K. Damodaran (June 11, p. 1032) 
contains a general statement on the “unreliability of liver- 
function tests in estimating the severity of infective hepatitis ” 
Which hardly appears to be justified by the facts given. This 
Slatement would appear to depend upon a single fatal case of 


hepatitis with negative flocculation tests and a normal serum 
alkaline phosphatase. 

Now it is well recognized that neither of these procedures 
are really liver-function tests in the strict sense, but merely 
indications of a certain type of disturbed liver metabolism. 
They are of particular value in the differential Ciagnosis of 
jaundice and are frequently of value in hepatitis, but it has 
never been claimed that they are specifically related to liver- 
cell damage. The serum alkaline phosphatase is often normal 
in infective hepatitis, and about 7% of cases have negative 
flocculation tests throughout. 

It is, therefore, obviously unwise to depend entirely on tests 
of this type in attempting to assess the severity of cases of 
hepatitis. For this purpose one would also need to estimate 
serum bilirubin, albumin, and globulin, and to. examine the 
urine for excess of urobilinogen. I have never seen a patient’ 
dying of hepatic disease with normal values for all these tests, 
and would suggest that Major Damodaran should try a more 
suitable battery of ‘ests before dismissing them as useless for 
his purpose.—I am, etc., 

London, S.W.1. 


Perforations of the Oesophagus and of the Rectum 

Sir,—The communications by Mr. Leslie J. Temple and Mr. 
J. D. T. Jones (May 28, pp. 935 and 933) on these injuries 
are timely and useful. I doubt if the risks of oesophageal 
instrumentation are yet sufficiently appreciated; only a few 
months ago yet another case came under my notice. It is a 
great satisfaction and encouragement to me to read of the 
successful management of some of these erstwhile tragedies, 
for when they were regarded to be almost invariably fatal I 
enunciated what I considered reasonable principles for their 
treatment. These rules were deta‘led in my George Halliburton 
Hume Lectures in 1943 and were set out in the brochure on 
Injuries and Diseases of the Oesophagus published in 1946. 

It is distressing to read of the rectal injuries following the 
administration of enemata. I note that the bone nozzle is 
blamed, but the lack of appreciation of the direction of 
the anal canal, the paucity of lubricant, and the neglect of the 
significance of the production of pain are the real factors. 

In the year 1904 it fell to my lot to use for the first time the 
second of the aerosigmoidoscopes imported into this country, 
but from lack of training and experience in its use my attempts 
were mal a propos and the pelvic colon was perforated in two 
places, with fatal consequence. I have often referred to that 
accident and have many times exhibited the specimen, and in 
my presidential address in 1926 to the Subsection (as it then 
was) of Proctology of the Royal Society of Medicine the case 
was reported in full. 

Hermann Strauss, who devised and introduced the aero- 
sigmoidoscope to the profession, laid it down as imperative that 
as soon as the extremity of the instrument had negotiated the 
anal canal further advance must only be carried out under 
the guidance of the eye. If that was always regarded as the 
golden rule, accidents would be very infrequent.—I am, etc., 

Taplow. Bucks. G. GREY TURNER. 


N. F. MACLAGAN. 


REFERENCE 
1 Proc. R. Soc. Med., 1926, 19 (Sect. Surg.), 27. 


Treatment of Perforations of the Oesophagus 

Sirn—In his article on perforations of the oesophagus 
(May 28, p. 935) Mr. Leslie J. Temple allows me credit for 
demonstrating that endoscopy perforations of the pharynx and 
oesophagus in the cricoid region could be successfully treated 
by suture. I had hoped that I had done more than this and 
had also argued a convincing case for the adoption of imme- 
diate suture in all such injuries as the treatment of choice. 
For that reason I regard as most unfortunate his qualified 
advocacy of an initially expectant attitude towards suspected 
perforations of the cervical oesophagus. 

I fear that some readers may overlook the fact that the 
perforation in his case so treated was not associated with 
surgical emphysema and therefore not actually proven 
clinically to extend through all coats of the oesophageal wall, 
however definite it may have seemed at oesophagoscopy. The 
circumstances, therefore, were very different from those 
obtaining in the average post-cricoid pharyngo-oesophageal 
perforation after endoscopy, where the accident is revealed by 
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the development of cervical emphysema. In other words, 
extravasation is already occurring by the time the diagnosis 
is made. To treat this type of case conservatively in the first 
instance, relying on intensive chemotherapy to prevent or limit 
infection instead of resorting to immediate suture, is in my 
opinion strongly to be deprecated for the following reasons. 

(1) Clinically it is extremely difficult to distinguish between un- 
complicated surgical emphysema in the neck and emphysema with 
superadded cellulitis. It must be appreciated also that under the 
influence of gravity infection may spread rapidly downwards behind 
the oesophagus into the posterior mediastinum before the lateral 
parts of the neck are seriously involved. The result is that the 
clinician who embarks on conservative treatment may well be 
deluded for two or three days into believing that the condition is 
under control by chemotherapy when in fact a dangerous 
mediastinitis ,has already become established. 

(2) While suture of the pharyngo-oesophageal wall within a few 
hours of the perforation is technically easy and a very satisfactory 
closure is obtained, it is quite otherwise once infection has occurred. 
The tissues then become oedematous and friable, and stitches tear 
out, so that surgical repair is no longer feasible and drainage alone 
can be performed. 


Many patients, perhaps the majority, with post-cricoid endo- 
scopy perforations will undoubtedly recover under conservative 
treatment, but there are equally certainly others who can only 
be saved by operation. I know of no means by which one 
can predict the outcome of expectant treatment with confi- 
dence, and therefore I maintain that the only safe course is 
to operate on all cases without delay, at a time when the ideal 
of immediate suture can still be practised. Under this scheme 
admittedly some patients will be submitted to an unnecessary 
intervention, but as the operation is a relatively simple one, 
unlikely to carry any intrinsic operative mortality, no serious 
objection can be supported on this ground. 

A further advantage of immediate operation is the peace 
of mind and certainty of recovery that it brings—a state of 
affairs that contrasts strikingly with the anxieties, complica- 
tions, and doubts associated with an expectant regime. I 
have treated two gastroscopy perforations by immediate suture, 
and the post-operative convalescence has been astonishingly 
smooth and uneventful ; so much so indeed that in the second 
case we were actually able to proceed to a partial gastrectomy 
for his gastric ulcer four days later—I am, etc., 

London, W.1. J. C. GOLIGHER. 


Continuous Irrigation in Prostatectomy 


Sir,—The [etter of Mr. H. D. Moore about continuous irriga- 
tion after prostatectomy (May 28, p. 958) prompts me to draw 
the attention of your readers to a most satisfactory two-way 
irrigating catheter invented by Mr. E. G. Tuckwell. For those 
wishing to make use of a two-way catheter after the Millin 
type prostatectomy the Tuckwell catheter will prove extremely 
satisfactory ; it is manufactured by A. W. Hawkins and Co., 
Ltd., 15, New Cavendish Street, W.1, and was described in the 
Lancet (1946, 2, 94)—I am, etc., 

Radlett, Herts. REGINALD S. MURLEY. 


London Lock Hospital 


Sir,—It is inconceivable that, following the discovery -of 
streptomycin, or, indeed, of any drug that was found to have 
a beneficial result in the treatment of tuberculosis, the Brompton 
Hospital, for instance, should promptly be closed and the 
patients transferred to local clinics and the care of tuberculosis 
officers just because the disease could be more rapidly cured 
or arrested. 

This, however, is precisely what has been suggested to the 
North-West Metropolitan Regional Hospital Board in the case 
of the London Lock Hospital (Journal, May 28, p. 948). There 
appears to be so much confusion in the minds of many doctors 
as well as the laity that the modern improved methods of treat- 
ment of venereal diseases require only routine diagnosis and 
treatment, and that these can be carried out in out-patient 
departments. It is frequently presumed that painful complica- 
tions can always be avoided. 

As one who has had the honour of serving the Lock Hos- 
pital for over twenty-five years, it has been possible to observe 
the different types of case and the methods of treatment that 
have indeed radically changed. Twenty-five years ago the 


majority of female patients were admitted either because 
were destitute and had little chance of obtaining work whik 
ill cr because they came from a distance and had no oppor. 
tunity for treatment near their homes. These groups may 
considered as having occupied “hostel” rather than “hog. 
pital” beds. The necessity for the provision of beds for this 
class of patient has practically disappeared, as they can be 
rapidly rendered non-infective, and then can at once obtain 
work if they wish, as the demand for female labour exceeds 
the supply. 

In 1923, however, there was a group of patients who are 
similarly with us to-day. They are men and women who haye 
extension of their diseases causing pain and disability, and 
those on whom varying methods of treatment (some new and 
some old) require to be tried out under the direct observation 
of the specialist who has seen them in the out-patient depart. 
ment. it is of paramount importance for the retention of the 
confidence of the patient and for the most efficient treatment 
that he or she remain under the direct care of the same con- 
sultant both in the out-patient and in-patient departments. Care- 
ful clinical research is often only possible when the patient 


can be admitted into hospital. 

Nowadays what is really required is a small number of hos- 
pital beds staffed by experienced specialists who are responsible 
for both the in-patient and out-patient care. This is the present 
policy of the medical staff of the London Lock Hospital 
am, etc., 

London, W.1. G. M. Sanpes, 


Resectable Carcinoma of the Stomach 


Sir,—Cancer is now second in command of the “men of 
death” in England and Wales, Scotland, Northern Ireland, and 
Eire, and in the United States of America. All the home 
countries show an almost steadily increasing mortality from 
cancer from 1937 to 1946. Comparing 1937 with 1946, England 
and Wales (per 1,000 of the population) show an increase of 
0.14, Scotland 0.23, Northern Ireland 0.12, and Eire 0.10. h 
round numbers, in England and Wales the annual deaths from 
cancer were 70,000 for the years 1940-2. The figures for the 
last completed triad of years, 1944—6 (74,000 annual deaths), are 
still more alarming. 

The stomach is the commonest seat for the primary growth 
in the male, and runs a close second in females to mammary 
cancer. Against gastric carcinoma physiotherapy, including 
x rays and radium, and the most modern therapeutics are of 
no avail. Can surgical intervention be of any definite aid? 
Harnett’ states that, of 1,405 patients with cancer of the stomach | 
treated in the London hospitals in 1938-9, only 56 (4.03%) 
survived for five years. Pack and Livingstone* contend that, 
if every patient with cancer of the stomach were to enter the 
best surgical clinic in the world, about 95% would be dead 
of the disease within 18 months. ; 

But there is another and a less depressing side to the question. 
In 1937 Professor John Morley’ stated that of 58 gastrectomies 
for malignant disease of the stomach one was alive and wel 
134 years after the operation, but in 1949* he reported that of 
110 survivors from resection five were alive and well after 
20 years and one after 11 years. In the Mayo Clinic’ betweet 
the years 1907-39, 2,772 cases of gastric carcinoma wert 
subjected to resection. Of these, 2,342 survived the operatio! 
and were thus given a chance of cure. Of this group 28.9% 
lived for five years or longer, 20.4% lived for ten years # 
longer, 15.2% lived for fifteen years or longer, and 6.3% lived 
for twenty-five years or longer. ‘ 

The following three cases are briefly abstracted from a fullet 
report as successful examples of resection, and with a view 
contradicting statements made in a recent surgical textbook: 
(1) that the examination of the gastric juice by test meal 
usually valueless, for by the time free hydrochloric acid § 
absent the disease will be inoperable, and (2) that the presence 
of a palpable tumour is a late sign and usually indicative ol 
advanced cisease too late for resection. 

Case 1—A man aged 30 years. Admitted to the Royal City d 
Dublin Hospital on March 11, 1906. Profoundly anaemic, gastt 
contents contained no free hydrochloric acid; the faeces had late 
blood. There was a palpable tumour in the epigastrium. OP 
tion (Jameson Johnston) on April 3, 1906; tumour excised a 
posterior gastro-enterostomy performed. Discharged May 30, 1 
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A letter from him on Aug. 28, 1948, states: “‘I am happy to let 
you know I am very well at present, can eat and work very well 
and do all the work which I have to do.” Specimen sent to patho- 
logical department, Trinity College, was reported as a typical pyloric 
carcinoma. 

Case 2—A man aged 51. Admitted to hospital Feb. 2, 1934, 
with shortness of breath, lightness in head, and weakness of legs. 
On palpation, a large mass was felt in the left hypochondrium and 
epigastrium. Blood (Dr. Harvey): Hb 51%; R.B.C. 3,250,000 per 
c.mm.; W.B.C. 47,220 per c.mm. (polymorphs 95%). Fractional 
test meal: No free hydrochloric acid. X-ray examination (Dr. 
Hardman): “‘ Large carcinomatous growth involving the posterior 
and probably the anterior wall of the stomach in pars media. Gross 
filling defect coincides with a palpable tumour.” Operation 
(Mr. Seton Pringle) on March 2, 1934: “ Stomach was found to 
have a large fungating carcinoma involving extensively the posterior 
wall of the stomach. Partial gastrectomy performed with removal 
of two-thirds of the stomach; end-to-end anastomosis made (Polya 
1).”. Blood count on March 8, 1934 (Dr. Harvey): W.B.C. 9,160 
perc.mm. Discharged on March 12, 1934. A slight touch of bron- 
chitis brought him to the extern department in October, 1948. 
Report on a barium meal administered on Oct. 21, 1948, 144 years 
after his operation (Dr. Hardman): “The opaque meal demon- 
strated a gastric sac about half the size of a normal stomach. It 
emptied freely through the anastomosis, and there was nothing to 
suggest any recurrence of the carcinoma.” 

Case 3—A man aged 67. Admitted on May 31, 1934, complain- 
ing of soreness and wind in the stomach, loss of appetite, weakness, 
pallor, and wasting. Examination of abdomen negative. Fractional 
test meal: No free hydrochloric acid. Faeces positive for occult 
blood. X-ray report (Dr. Hardman): “ There is a well-defined and 
extensive filling defect involving both the lesser and greater curva- 
tures in the upper part of the stomach, but not so high as the fundus. 
The lower half of the stomach is normal radiologically, and there is 
no gastric stasis. X-ray appearances justify a positive diagnosis of 
carcinoma, and the growth is probably above the level of the costal 
margin and therefore not palpable.”” Operation on June 9, 1934: 
Mr. Pringle removed a large portion of the stomach; posterior 
gastro-enterostomy was performed. Discharged in very good form 
on July 30, 1934, two months after his operation. He attended the 
extern department of the hospital frequently for bronchitis, and 
Dr. Hardman on May 11, 1944, gave the following report after a 
barium meal: “The remaining gastric sac is small, but there is no 
gross filling defect involving either curvature which would justify a 
diagnosis of recurrence.” He is now at least 82 years of age. The 
specimens in Cases 2 and 3 were sent to the pathological department, 
Trinity College, Dublin, where Professor O’Meara reported that they 
were both adenocarcinomas. 

It is hoped that the publication of the above cases may do 
something to minimize the pessimistic view held by many 
Physicians and surgeons of the almost hopelessness of a radical 
cure in gastric carcinoma. If we physicians can recognize 
gastric carcinoma before secondaries form, resection offers a 
reasonable prospect of complete recovery.—I am, etc., 

Dubiin. ALFRED R. PARSONS. 
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Partial Gastrectomy 


j Sir—I have found Mr. John Hosford’s paper entitled 

Some Aspects of Partial Gastrectomy” (May 28, p. 929) 
most interesting and highly instructive, and his analysis of the 
various techniques with their respective percentages of excellent, 
satisfactory, or bad results is exactly what is wanted by the 
younger surgeon of to-day, for he is by no means rarely left 
with some doubt in his mind which of the various techniques 
to follow. For the average surgeon, carefully selecting his 
ulcer patients for operative treatment, it takes a relatively long 
time to collect and to follow up a sufficiently large number 
of cases upon which to base his own definite opinions, and 
Mr. Hosford ably fulfils this want. 

Mr. Hosford does not state if he is, as a result of this investi- 
gation, going in future to favour any one type of gastrectomy, 
or perhaps, feeling as he does that it really matters very little, 
he has no fixed views on the subject.. It would also be very 
structive to learn if Mr. Hosford encountered any instance 
of post-gastrectomy anastomotic ulcers in the present series 
under discussion. It would appear that the figure of 5% is 
too high for a properly performed partial gastrectomy. As 
regards the antecolic anastomosis with the afferent loop to the 


greater curvature, I had always understood this was the one 
type of anastomosis which gave rise to more post-operative 
vomiting than any other, and I note there are only six cases 
in this category. 

Mr. Hosford’s over-all mortality of 0.5% is exceedingly low, 
covering as it does a considerable period prior to the introduc- 
tion of penicillin, which for the bad-risk chesty patient does 
seem.to decrease the incidence of post-operative complications. 
It is a figure which can hardly be bettered.—I am, etc., 

Barnsley, Yorkshire. ANDREW G. BUTTERS. 


Diaphragmatic Hernia and Anaemia 


Sir,—The paper by Professor A. D. Codounis (May 7, p. 805) 
on diaphragmatic hernia associated with anaemia is of special 
interest to me, as I have ‘under my care a boy aged 7, weighing 
3 stone 34 Ib. (20.5 kg.), with the following history. 

According to his mother, he has been pale and apathetic since 
infancy; following an influenza-like illness three months ago these 
symptoms have been more marked. He has at no other time suffered 
from chest or gastro-intestinal symptoms and has always eaten a 
normal mixed diet. There is no family history of anaemia. 

I first saw him about six weeks ago, when, apart from the extreme 
pallor, there were no abnormal physical signs. He was admitted to 
hospital, and special investigations revealed haemoglobin 35% (Sahli), 
red blood cells 2.96 million per c.mm., colour index 0.6, mean cell 
volume 50 c.u, white cell count normal, red cell average thickness 
1.1 », fragility normal. Chest radiography was undertaken by Dr. 
Stanley Nowell, who reported on a. straight film: “ There is an 
opacity lying behind and to the right side of the heart shadow, which 
extends upwards to the lower border of the hilum and contains a 
fluid level. Examination on swallowing barium shows that the 
opacity is a large gastric hernia through the mid-portion of the 
diaphragm, the oesophagus entering the stomach below its upper 
border on the medial side and ‘one inch (2.5 cm.) above the 
diaphragm.” 

Stool examinations revealed the presence of occult blood in some 
specimens, and an alcohol-histamine fractional test meal gave a 
normal curve for gastric acidity. 

The child was treated with full doses of iron, and a blood picture 
two weeks after the original one showed a rise in the haemoglobin 
to 58%, red blood cells 3.74 million per c.mm., and colour index 0.8. 
Re-examination of the chest after the radiological report had been 
seen showed very slight diminution of air-entry at the right base 
behind (easily missed, as in this case). Drinking half a pint of water 
failed to make the signs more definite. 


I consider that the anaemia, in this case at least, is due to 
compression, probably intermittent, of the gastric veins as they 
pass through the defect in the diaphragm. This would give 
rise to venous congestion and oozing of blood into the herniated 
portion of stomach. Long-continued chronic blood loss may 
eventually result in marrow exhaustion and an aplastic type 
of anaemia. May not this be the explanation of the macro- 
cytic phase in Professor Codounis’s case ?—I am, etc., 


Wrexham, Denbigh. P. R. C. Evans. 


Dystocia after Amputation of Cervix 


Sir—Your correspondents have, I think, proved one of the 
points of my memorandum : that dystocia may follow amputa- 
tion of the cervix (if, indeed, this point were ever in doubt), 
With respect, however, I suggest that Dr. George W. Kosmak 
(May 7, p. 823) has missed the main point, which was that 
untoward results of frequently performed operations should be 
recorded. The amputation of the cervix to which I referred 
is that which is an integral part of the Manchester operation 
for prolapse, carried out daily by most gynaecologists. The 
Sturmdorf procedure is well known and used in this country, 
though many prefer Bonney’s amputation, of which the former 
is a modification. Neither, however, is so commonly used, nor 
could replace, the guillotine amputation, the importance of 
which former generations of Manchester gynaecologists have 
shown in the treatment of prolapse.—I am, etc., 

Manchester, 3. W. CALVERT. 

Persistent Amnesia 


Sir,—In their interesting article on amnesia (May 28, p. 938) 
Drs. R. E. Hemphill and J. R. Stuart state they are not aware 
that electric convulsion therapy has been applied before in the 
treatment of this condition. They are in doubt as to whether 
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genuine psychological amnesia persisting for years has ever 
occurred. Please allow me a word about an unidentified man 
whose loss of memory baffled many psychiatrists during and 
after the North African campaign. 

This man was first seen on May 8, 1943, at a front-line New 
Zealand field ambulance (214). He had no identity papers, but 
papers from a torn diary indicated he had a recent emotional 
upset. He was evacuated to a New Zealand base hospital as a 
case of hysterical stupor due to “the effects of battle stresses 
on an overwrought mind.” He was mute and unresponsive, 
required to be spoon-fed, and had gross tremors of the right 
arm and shaking of head. Following intravenous barbiturate 
treatment his tremors disappeared and the stuporous state 
subsided, but a complete amnesia for his personal life re- 
mained. He was transferred to a British psychiatric hospital 
(41 General), where hypnosis, narco-analysis, and electric 
convulsion treatments were given on several occasions without 
benefit. He was an intelligent man (matrix $.G.1), who worked 
extremely well in the ward and showed no sign of abnormality 
apart from amnesia for his personal life. -His photograph was 
circulated in New Zealand and British papers without result, 
and he was eventually evacuated to the United Kingdom as an 
unidentified British subject. Six months ago he was reported to 
be working in the North of England. Loss of identity still 
persisted.—I am, etc., 

Dublin. F. McLauGHuin. 


Dried Plasma for Domiciliary Midwifery 


Sir,—It is assumed by Dr. C. T. H. Whiteside (June 4, 
p. 1005) that a transfusion of plasma may be a life-saving 
measure in cases of retained placenta with post-partum haemor- 
rhage, the placenta being removed later in hospital. Undoubt- 
edly many patients do not die under this regime, but it should 
never be condoned on that account. 

I do not wish to discuss the possible dangers of plasma 
transfusion, the superiority of whole blood in cases of recent 
haemorrhage, or the efficient organization of obstetric “ flying 
squads” and regional blood transfusion services, which will 
often allow transfusion to be given in the home at very shori 
notice. I wish merely to reiterate that the correct treatment 
of the abnormal third stage of labour is the removal of the 
placenta without delay. This will usually invol¥Vé a manual 
removal, which requires no special equipment beyond sterile 
elbow-length gloves (or gloves and a sterile gown), and is truly 
a life-saving operation if performed before the patient is in 
extremis. It is not sufficiently realized that a retained placenta 
may produce shock out of all proportion to the blood loss, 
and the rapid improvement in condition following delivery of 
the placenta must be seen to be believed. If every placenta 
were out within two hours there would be few, if any, maternal 
deaths in the third stage of labour. 

Every obstetrician who has worked with “flying squads ” 
must have marvelled at the readiness of practitioners to under- 
take difficult forceps extractions under relatively deep anaes- 
thesia and at their obvious reluctance to remove a placenta— 
an operation often done under 0.2 or 0.3 g. of thiopentone. 
I believe the explanation lies in the fact that experience of the 
former can be gradually acquired in practice, both as an 
onlooker and through the medium of easy cases. The first 
time the hand is plunged into the uterus in search of the 
placenta is an awful experience, and one that is best encountered 
in the helpful atmosphere of a training hospital. Until domi- 
ciliary obstetrics is largely performed by those with post- 
graduate training, so long will there be a greater demand for 
plasma than for sterile gloves—I am, etc., 


Birmingham, 15. W. G. MILLs. 


Care of the Elderly 


Sir.—It is a complete fallacy, in my experience, to say that 
an elderly patient is of necessity more troublesome to a doctor 
than a young one, and that, were he compelled to reduce his 
list of N.H.S. patients, a doctor would naturally try to get 
rid of his elderly patients. 

So far as I am concerned, patients between the ages of 70 
and 90 (and older if needs be) are always accepted. By the 
time they have reached the age of 70 many have steered with a 
fair degree of safety between the Scylla of carcinoma and the 


Charybdis. of cardiovascular disease. Furthermore, they are 
no longér harassed with the phobias and obsessions which often 
perplex and confuse the minds of the young and middle-aged, 
Added to that, old people have a great fear of being sent tg 
bed, and therefore do not summon the doctor for trifies, 
“Folks die in bed,” they so often say, half humorously and 
half pathetically. 

To those who have an innate sympathy and love for those 
who have passed through the fires of life, the care of old people 
is often its own reward. Unfortunately this is not always the 
case, even among members of their own families, to whom 
they are frequently a nuisance, and sometimes a source of 
discord between husband and wife. 

Old people cling to their own home, even if it is a single 
room, and if only a little domestic assistance could be procured 
for them to keep such rooms clean and to do a little simple 
cooking and their shopping many of these old people could 
carry on. They would also be relieved of that sense of com- 
plete isolation which many of them must feel, and this occa- 
sional intercourse with other human beings would save them 
from falling into oddities of behaviour. 

Unfortunately many old ladies living alone seem to be 
impregnated with an aroma of paraffin oil, which follows them 
wherever they go; this is a very potent testimony to the 
dangers to which they expose themselves and to scanty meals 
cooked over a small oil-lamp. It is scarcely surprising that 
so many old people seem to live on bread and jam, and suffer 
from avitaminosis (see Journal of May 14, p. 863). Under 
present economic and rationing conditions many of them can 
scarcely do otherwise.—I am, etc., 

Hove. Sussex. 


G. L. Davies. 
Anthisan Poisoning 


Sir,—I wish to report a rather unusual case. A child aged 
21 months accidentally swallowed six 100-mg. tablets of 
pyranisamine maleate (“ anthisan”). Approximately two hour 
after the child had taken the tablets she lost consciousness. 
This was accompanied by a profuse catarrhal discharge from 
the upper respiratory tract and epileptiform convulsions. 
Gastric lavage and continuous administration of oxygen had 
no effect on the child’s condition. She died three-quarters of 
an hour after the onset of loss of consciousness. Post-mortem 
examination revealed general toxic changes throughout the 
body. 

I consider this case worthy of note, as there does not appear 
to have been a similar one reported.—I am, etc., 


Morley, Yorks, MAURICE TOBIAS. 


POINTS FROM LETTERS 


Adoption of Children 

Miss ANNE ASHLEY writes from the Edinburgh Council of Social 
Service: The case referred to by Dr. G. G. Jones (May 21, p. 912) 
is not an isolated one. The fact that such cases do arise is among 
the reasons why such very great care is needed not only in arranging 
adoptions but in encouraging a child’s mother or relatives to assume 
that it can be suitably provided for in this way. It is not only 
children who are legally adopted who may be in a most unhappy 
position if they prove afterwards to be unsuited physically or met 
tally, or if the adopters have not sufficient stability to maintain their 
attitude of responsibility and affection towards the child whenever 
difficulties arise; there are also children whose unfitness becomes 
apparent before the adoption goes through, but who have already 
been taken into the care of the prospective adopters and are accord- 
ingly handed back by them. In the meantime the mother and her 
relatives, having handed over the child, will have been encouraged 
to assume that it is provided for for life, and are likely to be far 
less prepared to rise to the responsibility, which is still theirs, for the 
child’s proper care than if they had been encouraged to accept this 
primary obligation from the beginning. Many social workers ca 
look back on most difficult cases of this kind. 


The Struggle to Survive 

Dr. W. P. Murray (Edinburgh, 12) writes: Your review of Repro 
duction and Survival (June 4, p. 991) contains the words “. . . th 
salmon that, after spawning, rapidly ages and dies . . .” This may & 
true of the ecl, but it simply is not true of the salmon. Wher 
Professor F. J. Browne was in Aberdeen did he never hear of th 
thousands of “ well-mended kelts ” that returned to the sea from 
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Obituary 


JOHN HENDERSON, M.D., F.R.F.P.S. 


Dr. John Henderson died in Glasgow on June | at the 
age of 72. Apart from the first world war, when he served 
in the R.A.M.C. at home, in Salonika, and in France, his 
whole medical life had been spent in Glasgow. 

After studying at Glasgow University he graduated M.B., 
Ch.B. in 1898. He proceeded M.D., with commendation, 
in 1901 and became a Fellow of the Royal Faculty of 
Physicians and Surgeons of Glasgow in 1910. Already 
on the junior staff of the Royal Infirmary, he was appointed 
four years later, at a very early age, physician in charge 
of wards. These two interests, the Faculty and the Royal 
Infirmary, were always to take first place in a life that as 
the years passed become more and more crowded with 
duties. It was fitting that his services to the Faculty should 
have been recognized by his election to the presidency in 
1937, the year in which he retired from the staff of the 
Royal Infirmary. 

In the wards of the Infirmary there was full scope for 
Henderson’s abilities as a teacher, and there is little doubt 
that in the years between the wars there was no more 
popular “chief.” He had a natural kindliness which 
endeared him to students, who soon learnt that “ Jock” 
Henderson had an interest in their careers which extended 
beyond his work as a clinical teacher. Student societies 
gained his ready support, and even after qualification a 
student would find himself remembered by some detailed 
recollection which gave him a sense of personal interest. 
Contacts with students became even closer when Henderson 
was appointed assistant to the Muirhead professor of 
medicine, and then later professor of medicine to St. 
Mungo’s College. In this latter appointment he attracted 
large numbers to his class. Many American students who 
attended the Scottish Colleges during the late twenties could 
testify to the soundness of his teaching, and they found 
something essentially native and salty in this forthright bluff 
Scot. It was natural that a revision of the students’ manual 
of that time, “‘ Wheeler and Jack,” should be placed in his 
hands. Even the more pedantic student who would affect 
to frown on this “ potted” textbook and declare his 
preference for some more imposing work as examinations 
drew near turned to this concise and practical vade mecum, 
which, like its reviser, avoided the frills and stuck to the 
essentials, 

In common with so many others of his generation, 
Dr. Henderson did not restrict himself to medical affairs. 
He took a lively interest in the life of the city, and was 
long connected with one of the ancient Incorporations— 
the Barbers—of which he was Deacon in 1933, an honour 
not often conferred on a member of the medical profession 
and a physician at that. His warm interest in all human 
activities secured for him an unusually large circle of 
friends, and his skill at golf and at the bridge table made 
him a congenial host. A keen churchman, he was, at the 
time of his death, the senior elder of Lansdowne Church. 
He was always an active member of the British Medical 
Association, serving on the Council from 1931 to 1937. 
He was honorary secretary of the Glasgow and West of 
Scotland Branch in 1929-32 and president of the Branch 
in 1934-6. He was also chairman of the Glasgow Division 
in 1935-6. He gave valuable service to the Medical 
Planning Commission in 1940, and earlier had been active 
on a number of central committees. 

It no doubt comes naturally to some men to be “ givers,” 
and their generosity both in love and in service is. well 
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repaid at life’s twilight. John Henderson was one of these 
men, and his later years were made the happier by the great 
number of his fellow-citizens, patients, and students who 
regarded him with an affection often denied to the more 
austere. Unsparing of himself, it was quite in character 
that he should have continued teaching medicine to dental 
students up till almost a week before his death. 

He is survived by his widow, a daughter, and a son who 
is a member of the profession. 


Dr. NORMAN GRELLIER, who died at the age of 62 on May 27 
after a brief illness, was one of the leading radiologists in 
Hastings. Born at Epsom in 1886, of Huguenot stock, he was 
educated at Epsom College and at Charing Cross and the Royal 
Dental Hospitals, qualifying in dentistry in 1910 and going on to 
take the conjoint diploma in 1915. He served in the R.A.M.C. in 
the 1914-18 war, being awarded the Military Cross at the 
Battle of Passchendaele. During the recent war Dr. Grellier 
again joined the R.A.M.C., and served as a radiologist from 
1941 to the end of the war. On returning to England in 1918 
he was appointed dental surgeon to the City of London Police, 
and was also a demonstrator in dental surgery and later 
assistant dental surgeon at the Royal Dental Hospital. At 
Guy’s Hospital he later studied medical radiology and 
electrology, taking the Cambridge diploma in 1924. Then he 
and his twin brother gave up dentistry and in 1926 settled in 
St. Leonards, where they had practised as radiologists ever since. 
Dr. Grellier was honorary radiologist to the Royal East Sussex 
Hospital, the Hastings Municipal Hospital, and the Eversfield 
Chest Hospital. Dr. Grellier was chairman of the Hastings 
Division of the British Medical Association in 1938-9. Up 
to the time of his death he was president of the East Sussex 
Medico-Chirurgical Society, and he was a member of the British 
Institute of Radiology and of the Faculty of Radiology. 

He had been master of the Worshipful Company of Tilers 
and Bricklayers, one of the ancient City companies, a director 
of the French Hospital, and a fellow of the Huguenot Society 
of London. He was a freemason and had passed through the 
chair of the Huguenot Lodge of London. Dr. Grellier’s hobbies 
were model engineering and flying, and he had recently taken 
up gliding. He and his twin brother, Dr. Bernard Grellier, 
had never been parted except during war service. They practised 
together in dentistry and later in radiology, shared the same 
interests, and had the same outlook in life. Neither was 
married, and they had always lived together. 


Dr. JoHN Curtis WEBB, who was well known as a radiologist 
in Cheltenham, died at his home there on May 23 at the age 
He was educated at Cheltenham College und Clare 
College, Cambridge, and was later a student at King’s College 
Hospital, London. He qualified in 1893 and graduated M.B., 
B.Ch. in 1896. He was house accoucheur at King’s College 
Hospital and subsequently in practice for some years in South 
Kensington. During the 1914-18 war he served in the R.A.M.C, 
as a radiologist with the rank of major. He was in charge of 
the radiological department of No. 7 Stationary Hospital at 
Boulogne and for his services there he was ‘mentioned in 
dispatches. He was also awarded the Order of St. John of 
Jerusalem and the Cruz Vermehla of Portugal. After the war 
Dr. Curtis Webb was appointed honorary radiologist to the 
Gloucester Royal Infirmary, and he served in the same capacity 
at the Children’s Hospital and the General and Eye Hospitals at 
Cheltenham. While in practice in Cheltenham he made several 
contributions to the literature on electrotherapy, radiology, and 
radiotherapy. He retired in 1933 but continued to take an 
active part in the political life of Cheltenham, and during the 
recent war he did a great deal locally for the Red Cross. 


The Services 


Air Commodores Abraham B. Briscoe and Christopher Thomas 
O'Neill, O.B.E., R.A.F., have been appointed Honorary Physicians 
to the King in succession to Air Vice-Marshals Sir Alan Filmer Rook, 
K.B.E., C.B., and Thomas McClurkin, R.A.F., respectively, who 
have vacated the appointments on retirement from the R.A.F. 
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MEDICO-LEGAL 


MEDICAL JouRNay 


Medico- Legal 


SECRET ADMINISTRATION OF SEDATIVE 
[FRoM Our CORRESPONDENT] 


The Salisbury county court had recently to decide whether 
a patient has a remedy against a doctor who administers a 
drug without the patient's consent... Dr. W. J. Drummond 
sued a woman patient for £17 6s. 6d., professional fees for 
attendance on her in.a Salisbury nursing-home for four months. 
She counter-claimed for £500 general and £101 4s. special 
damages. 

The patient complained that at the time she was admitted 
to the home the doctor had said that it would not be neces- 
sary to detain her there for more than a few days, but that 
he had prolonged her stay by causing to be administered to 
her in her soup and in meat extract secret doses of pheno- 
barbitone, which she had refused to take in the ordinary way. 
She had found one day an undissolved pellet, and twice every 
day from then onwards she had hidden the soup and poured 
it away. She had been nervous and frightened that this would 
be discovered and the drug put into other food instead. She 
had lost confidence in doctors and nurses, and as a psycho- 
logical and physical consequence of the secret administration 
of the drug her stay had been prolonged for sixteen weeks. 
She said on cross-examination that she had not packed up 
and left, because she had had nowhere to go. 

Dr. Drummond said in evidence that before she had gone 
into the nursing-home she had taken phenobarbitone in half- 
grain (32-mg.) tablets on his prescription. She was a nervous 
and hysterical patient, and he had prescribed the drug because 
he had to do something to soothe her. After hearing a broad- 
cast about stolen drugs and their dangers she had refused to 
take any more. She was beginning to behave in such a 
childish way and was getting into such a nervous state that 
he had considered that the simplest way was to ask the matron 
to give her the drug in her meat extract. In that dose it 
could not harm a child. 

Judge A. H. Armstrong, in a reserved judgment, said the 
doctor had committed a breach of contract. Where a patient 
expressly refused to take a particular drug there could not 
possibly be any implied authority to give it. The doctor could 
accept the refusal or he could withdraw from the case. He was 
satisfied that ‘the drug as administered could not have any 
physical ill effects, but the discovery of the secret administra- 
tion would be very annoying and distressing to any person. 
The effect on this patient, who was to the doctor’s knowledge 
unstable , emotionally and psychologically, must have been 
greater than it would have been on a normal person. He gave 
judgment in favour of the doctor on his claim for fees with 
costs, but awarded the patient ten guineas on her counter- 
claim, also with costs. 

Presumably to administer a drug without a person’s know- 
ledge is a common assault, but if no ill effects were caused 
the damages could not be more than nominal unless the court 
desired to make them exemplary. The assault might also consti- 
tute a trivial criminal offence. It would not come under the 
special provisions of the Offences against the Person Act against 
the administration of a noxious thing. 

1 Southern Daily Echo, March 3, 1949. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
A Professorship of Human Ecology in the University is to be 
established from Oct. 1, with Arthur Leslie Banks, M.D., F.R.C.P., 
D.P.H., Principal Medical Officer of the Ministry of Health, as the 
first occupier of the Chair. 


Dr. Banks is principal medical officer at the Ministry of Health for the East 
Anglian, N.W. Metropolitan, and N.E. Metropolitan Hospital Regions, and he 
has published work on the “‘ National Health Service,” ‘* The Care of the Infirm 

Long-stay Patient,” and ‘“‘ Euthanasia.” Qualifying at the Middlesex 
Hospital in 1926, he graduated with the London degree in 1927 and proceeded 
M.D. in 1931. He was elected F.R.C.P. in 1948. He is a barrister-at-law of 
Cambridge University conferred the honorary degree 
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INFECTIOUS DISEASES AND VITAL STATISTICs 
We print below a summary of Infectious Diseases and Vity| 
Statistics in the British Isles during the week ended May % 


Figures of Principal Notifiable Diseases for the week and those for the 
epeatien week last year, for: (a) England and Wales (London included). 


London (administrative county). (c) 


otland. (d) Eire. (e) Northern Ireland, 


Figures of Births and Deaths, and of Deaths recorded unde each infectious disease 
are for: (a) The 126 great towns in England and Wales (including London) 
(b) London (administrative county). (c) The 16 principal towns in Scotland 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland, 

A dash — denotes no cases; a blank space de: 


return available. 


notes disease not notifiable or no 


| 1949 1948 (Corresponding We) 
Disease 
©] @ || | (d) |) 
Cerebrospinal fever (39) 16 13) 7 
Deaths és | 1 1) 
Diphtheria 100} 14, 23). 3 3 151; 24 35) 14 7 
ths 1 1+ 
Dysentery 85 4) 40} —|—] 122) 14) 43 3 1 
Deaths 
Encephalitis lethargica, 
_ Deaths | | 
sipelas | | 2m 3 28; 
aths | | | | 
Infective enteritis or | | 
i under 2 ‘a | 
Deaths 19) 4 2 6 — 45 3} 13 2- 
Measles* 9,583! 953) 239) 180] 13,468/1134) 210 139 
Ophthalmia neonatorum | 50) 7 56, 4 12 | 
Deaths 
Paratyphoid fever 8} — (1B, — | — 2/2(B)!1(B) 
Pneumonia, influenzal . . 485; 30) S| 6 579) 37) 3) 7- 
Deaths (from  influ- 
A | | | 
Pneumonia, prim 165 37 184 41 
Dats... | 28 
Polio-encephalitis, acute 1) — — 
Deaths ee 
Poliomyelitis, acute 19 1 1|— 1 20) 22 
Puerperal fever . . | 7 7 
Puerperal pyrexial| 2) —| 3) 92) 13] 13) 
Deaths 
Scarlet fever 1,233} 80) 75; 25} 1,216) 98) 276! 47 pl) 
| |—|— 
Whooping-cough* .. | | 141 163} 114) 71] 3,085| 265| 56 117, 8 
Deaths 1 3; — 13} — | —|—'= 
ths (0-1 year) | 22; 12) «315; 37; 47 6 
Infant mortality rate | | | | 
(per 1,000 live births) wal | 
Deaths (excluding still- | | 
4,330 631, 592, 179 111} 4,145) 658. 568) 202 104 
Annual death rate (per 5126 
1,000 persons living) | 11-9 11-1 
Live births... | 7,930)1269/1024, 341) 273| 8,281|1383) 972) 449) 28 
Annual rate per 1,000 | 1 
persons living .. 20-5) 21-1 19-6 28: 
Stillbirths 220; 23) 32 224, 33 38) 
Rate per 1,000 total 
births i i | 
stillborn) .. 30 38) 


* Measles and whooping-cough are not notifiable in Scotland, and the return 


are therefore an ——- onl: 

S an 

(administrative county), will no longer be 
tIncludes primary form for England 


+ Deaths from measle 


county), and Northern Ireland. 
§ The number of deaths from poliomyelitis and polio-encephalitis for 
Ww. London (administrative county), are combined. 
Includes puerperal fever for England and Wales, Eire, and Northern 


ales, 


scar! 
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EPIDEMIOLOGY SECTION 


EPIDEMIOLOGICAL NOTES 
Smallpox 


The date of onset in the last case of smallpox notified in 
England and Wales was May 16. This patient, an unvaccinated 
close contact, had been admitted to hospital on May 7 as a 
precaution. After this interval of a month it is assumed that 
the country is again free from smallpox. 


Typhoid Fever 


Three cases of typhoid fever, with onset at the end of May, 
have been notified from Fulham M.B., and the disease is sus- 
ted in three other patients. The source of infection is under 


investigation. 
Paratyphoid Fever 


Fifteen cases of Vi-phage Type 3A’ paratyphoid infection 
have been notified in Tyneside. The vehicle of infection is 
believed to have been a confection manufactured in Jarrow 
and consumed about the middle of May. The patients resided 
in four different sanitary districts. The circumstances suggest 
that the outbreak was self-limiting, and further cases are not 


expected. 
Discussion of Table 


In England and Wales there were increases in the notifications 
of measles 1,105, scarlet fever 125, acute pneumonia 44, and 
dysentery 30. There was a decrease in the 
whooping-cough 213. 

The largest increases in the notifications of measles were 
Kent 383, Surrey 137, and Yorkshire West Riding 92; the 
largest decreases were London 152, Middlesex 77, and 
Nottinghamshire 62. 

Asmall rise in the incidence of scarlet fever occurred through- 
out the country, but the only increase of any size was in York- 
shire West Riding 41. The largest change in the notifications 
ef whooping-cough was a decrease of 46 in Lancashire. 

There was an increase of 7 in the notifications of diphtheria 
in Lancashire ; the largest returns during the ‘week were Lanca- 
shire 25, London 14, and Warwickshire 10. These three areas 
accounted for one-half of the total notifications of diphtheria. 

The increase in the incidence of dysentery was due to an 
outbreak affecting 30 persons in Yorkshire West Riding, Leeds 
CB. The only other large centre of infection was Lancashire 
16 (Oldham C.B. 12). 

In Scotland there were increases in the notifications of measles 
117, scarlet fever 52, and dysentery 21. There were decreases 
in the incidence of whooping-cough 38 and acute primary pneu- 
monia 32. Notifications of dysentery came principally from 
Glasgow 21, Edinburgh 7, and Dundee 6. 

In Eire increases were reported in the notifications of measles 
45 and scarlet fever 19. There was a decrease of 45 in the inci- 
dence of whooping-cough. 

In Northern Ireland only small changes were recorded. 
Notifications of measles increased in Belfast C.B. 23 and de- 
creased in Co. Down 18. The incidence of whooping-cough 
increased in Belfast C.B. 13, but decreased in most other areas. 


Week Ending June 4 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,242, whooping-cough 
2,178, diphtheria 93, measles 9,773, acute pneumonia 493, 
cerebrospinal fever 27, acute poliomyelitis 13, dysentery 99, 
paratyphoid 7, and typhoid 4. 


Medical News 


Royal Victorian Chain 

On the occasion of his Majesty’s birthday the King has conferred 
the Royal Victorian Chain on Sir John Weir in recognition of long 
and distinguished personal services. The Royal Victorian Chain is 
not a part of the Royal Victorian Order, of which Sir John Weir 
was created a Knight Grand Cross. King Edward VII instituted 
the Chain in 1902 “as a personal decoration for royal personages 
and a few eminent British subjects.” There have been only eighteen 
holders of the Chain, the last on whom it was bestowed being Dr. 
Fisher, Archbishop of Canterbury. ‘ 


Peckham Health Centre Appeal 

Peckham Health Centre is appealing for funds, and Lord Nuffield, 
4 former president of the centre, has offered £5,000 to be paid when 
4 similar sum has been raised from other subscribers. 


incidence of . 


Medical Librarians 

The medical section of the Library Association, which now has 
120 members, held a conversazione at the National Institute for 
Medical Research, Hampstead, on June 10, to enable its members 
to meet Dr, Sanford V. Larkey, president of the (American) Medical 
Library Association and librarian of the William H. Welch Medical 
Library, Johns Hopkins University, Dr. Henry R. Viets, honorary 
librarian of the Boston Medical Library and president of the 
American Association of the History of Medicine, and Miss Mildred. 
Naylor, an officer of the Medical Library Association. Both Dr. 
Larkey and Dr. Viets came to Europe to attend the Unesco con- 
ference on abstracting and indexing which was held recently in Paris 
(See p. 1091). Dr. Larkey extended to those present a cordial invita- 
tion to the next annual meeting of the Medical Library Association, 
which will be held in Boston in June, 1950. Dr. Viets reminded the 
meeting that the foundation of the association had been due princi- 
pally to the initiative of William Osler, and that a similar attempt 
by him in Britain had culminated in the creation in October, 1947, 
of the medical section of the Library Association. Miss Naylor 
described her association’s scheme for the exchange of duplicate 
medical literature; nearly 100,000 items were distributed in 1948, 
compared with 240 when the scheme began nearly fifty years ago. 


British Cardiac Society 

The thirteenth angual meeting of the British Cardiac Society was 
held at Newcastle, Co. Down, N. Ireland, on June 2, under the 
chairmanship of Dr. S. Boyd Campbell. At the morning session 
there was a debate on rheumatic heart disease, with special reference 
to the pathology of rheumatic carditis and the rheumatic heart in 
pregnancy. In the afternoon, short communications arranged by the 
honorary secretary, Dr. K. Shirley Smith, included papers on 
ventricular septal defects, isolated (Fiedler’s) myocarditis, non- 
rheumatic interstitial myocarditis, diagnostic problems in congenital 
heart disease, and radiology of heart failure due to cardiac infarc- 
tion, and there was a demonstration of a portable apparatus for 
the treatment of peripheral arterial disease by intermittent venous 
occlusion. 


Directory of Convalescent Homes 

The Convalescent Homes Committee of King Edward’s Hospital 
Fund for London has found it necessary, owing to the very large 
number of alterations arising from the establishment of the National 
Health Service, to reprint the Directory of Convalescent Homes in 
its entirety. All comunications concerning the directory should be 
addressed to the secretary to the committee, Mr. R. E. Peers, at 
10, Old Jewry, London, E.C.2. 


International Health Bulletin 

The Health Bureau of the League of Red Cross Societies has just 
published the first issue of a new quarterly, the International Health 
Bulletin. This new journal will appear in English and French, and 
a Spanish edition is planned. It is intended to keep the National 
Red Cross Societies, and particularly their medical members, 
informed about recent advances in the medical and public health 
fields. This first number includes articles by Dr. Brock Chisholm, 
General Director of WHO, and by Dr. Carl J. Potthof, the medical 
director of the American Red Cross. There are a number of long 
abstracts from medical journals, the majority of them relating to 
problems of special interest to the Red Cross. 


Manchester Golfers 

The Annual Competition of the Manchester and District Medical 
Golfers’ Association was held at Mere, Cheshire, on May 25. There 
were 87 competitors. The Challenge Cup was won by Dr. T. N. 
Hart (Bolton), with a net score of 74. The captain’s second prize 
was awarded to Dr. K. S. Daber (Bowdon), with a net return of 74. 
Dr. D. C. Racker (Manchester) received the Walter Gold Medal for 
the best gross score of 76, and the Walter Silver Medal was won by 
Dr. C. W. P. Magahy (Prestwich) for the best gross score of 86 from 
among those with handicaps of ten and upwards. Club prizes were 
also won by Dr. H. J. Wade (Manchester) and Dr. M. L. Thomson 


(Manchester). 
COMING EVENTS 


Albert Howard Foundation Lecture : 

The Albert Howard Foundation Lecture will be delivered, under 
the auspices of the Albert Howard Foundation of Organic 
Husbandry, at the Royal Society of Arts, 6, John Adam Street, 
London, W.C., by Dr. A. Guthrie Badenoch on Tuesday, June 21, 
at 5 p.m., with Professor Wilfrid D. Newcomb in the chair. His 
subject is “ Minerals in Nutrition,” and a discussion will follow. 
The lecture is open to non-members and no tickets are required. 


Birmingham Region Consultants 

A general meeting of all consultants and specialists in the 
Birmingham Region will take place on Saturday, June 25, at 
2.15 p.m. at Nuffield House, Queen Elizabeth Hospital, Birmingham. 
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MEDICAL NEWS 


MEDICAL Journay 


Oxford Graduates’ Medical Club 

The summer dinner of the Oxford Graduates’ Medical Club will 
be held in Brasenose College, Oxford, on Friday, July 15, when the 
chair will be taken by Professor A. D. Gardner. Lounge suits will 
be worn. The accommodation is restricted and no guests can be 
allowed: All Oxford graduates who are medically qualified are 
members of the club. Tickets will be issued in return for an applica- 
tion card with 30s., the cost of the dinner including wine, sent to 
ai E. G. Tuckwell, M.Ch., F.R.C.S., 73, Harley Street, London, 


Lecture on Analgesia for Obstetrics 

A combined meeting of the North of England Society of Anaes- 
thetists and the Newcastle-upon-Tyne Obstetrical and Gynaecological 
Society will be held at the Royal Victoria Infirmary, Newcastle-upon- 
Tyne, on Friday, July 1, at 7.30 p.m., when Dr. Robert A. Hingson, 
of Baltimore, will deliver a lecture on “ Analgesia for Obstetrics.” 


Cancer Course at Cambridge 

A course for general practitioners on the diagnosis and treatment 
of cancer will be held at Addenbrooke’s Hospital, Cambridge, from 
Monday, July 11, to Friday, July 22. Eleven half-day sessions will 
consist of lectures and demonstrations. The number attending the 
course is limited to 30. Details may be obtained from the secretary, 
the Medical School, the Naval Hut, Downing Cotlege, Cambridge. 


International Conference on Audiology 

The second meeting of the International Conference on Audiology 
will be held in London immediately before the Fourth International 
Congress of Otolaryngology. Meetings will be held on Friday, 
July 15, and Saturday, July 16, at the Royal Society of Medicine, 
1, Wimpole Street, London, W.1, at 9.30 a.m. and 2.30 p.m., under 
the presidency of Professor Gunnar Holmgren, of Stockholm, with 
Professor H. C. Huizinga, of Gronigen, as secretary, and an inter- 
national committee, which includes Drs. Norton Canfield and E. P. 
Fowler, jun. (U.S A.), Professor E. Luscher (Switzerland), and Mr. 
C. S. Hallpike (England). The purpose of the conference is to 
further the investigation, prevention, and alleviation of deafness by 
means of modern instrumental, educational, and sociological methods. 
An important part of the programme will be the study of the 
problems connected with the provision and standardization, upon 
an international basis, of audiometers and hearing-aids. The pro- 
visional programme is: Friday morning: Committee meetings. 
Friday afternoon: Papers on various aspects of audiology. Saturday 
all day: A survey of the work in the field of audiology carried out 
in England during recent years. Papers will be read by otologists, 
physicists, and by representatives of the Ministries of Health and 
Education. There will also be a demonstration of instruments 
developed and sponsored by the Medical Research Council and 
Ministries of Health and Education, including hearing-aids, group 
hearing-aids for use in schools for the deaf, pure-tone and other 
audiometers. The conference is open to all otologists. 


Westminster Medical School Centenary 

The centenary celebrations of the Westminster Medical School will 
be held at Church House, Great Smith Street, London, S.W., on 
Wednesday, July 13, at 3 p.m., when the Earl of Athlone, Chancellor 
of the University of London, will open the proceedings. Academic 
dress will be worn. 


Education of Maladjusted Children 

The Second International Congress for the Education of 
Maladjusted Children will be held at Amsterdam on July 18-22. 
The following subjects will be discussed: (a) sensory defectiveness ; 
(b) feeble-mindedness; (c) “ difficult” children; (d) one-sided 
aptitudes. Particulars may be obtained from the Secretariat, Museum 
Flat, Weteringplantsoen 2 C., Amsterdam, Holland. 


Exhibition of Medical Photography 

The Medical Group of the Royal Photographic Society is holding 
an exhibition of medical photography at the society’s house, 16, 
Princes Gate, London, S.W., from July 4 to 16. Sir Cecil Wakeley 
will formally open the exhibition at 6.30 p.m. on July 4. It will 
be open from 10 a.m. to 5 p.m. and admission is free. 


SOCIETIES AND LECTURES 
Saturday 


OF THE MEDICAL WOMEN’S FEDERATION.—At 
wey Hospital for Children, Carshalton Beeches, Surrey, 
Ly 18, 2.30 p.m., clinical meeting. 


Monday 
EpINBURGH UNIveRSITy.—At Physiology Lecture University 
New Buildings, Teviot Place, Edinburgh, June 5 ans ‘The 
Days of the Edinburgh Medi School, De . Douglas 
uthrie. 


INSTITUTE OF UroLoGcy.—At St. _Paul’s Hospital, Endell Stree, 
London, W.C., June 20, 5 p.m., “ Injuries of the Bladder, Foreign 
Bodies in the Bladder,” by Mr. J. G. Sandrey. 

PHARMACEUTICAL SociETY (ROCHDALE AND DistricT BRaNcH)—Aj 
“The Carlton,” Great George Street, Rochdale, June 20, 8 pm, 
“The New Formulary,” by Mr. A. G. Fishburn, Ph.C., FRIC 
Members of the Rochdale Division of the B.M.A. are invited to 
attend the meeting. 

Tuesday 


ALBERT HowarD FOUNDATION OF ORGANIC HUSBANDRY.—At R 
Society of Arts, 6, John Adam Street. London, W.C., June }j 
om, Minerals in Nutrition,’ Albert Howard due 
Lecture by Dr. A. Guthrie Badenoch. A discussion will follow, 

Cuapwick Trust. —At 26, Portland Place, London, W., June 2, 
2.30 p.m., “ Evolution of Industrial Work for Women and Youn, 
Persons and its Effect on the National Health,’’ Chadwick Publ, 
Lecture by Dr. Sibyl Horner. 

EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At Anatomy 
Lecture Theatre, University New Buildings, June 21, 5 p.m, 

“ Pneumoconiosis,” by Dr. E. R. Boland. 

INSTITUTE OF DerMatotocy, 5, Lisle Street, Leicester Squar, 
London, W.C.—June 21, 5’ p.m., “ Varicose Eczema, Ulceration, 
Ete.,” by Mr. A. K. Monro. 

INSTITUTE OF UroLoGy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., June 21, (1) 11 a.m.,“ Treatment of Gonorrhoe 
and its Complications,” by Dr. A. H. Harkness ; (2) 5 pm, 
“Calculous Disease of the Bladder and Urethra,”’ by Mr. F. R. 


Kilpatrick. 
Wednesday 
INSTITUTE OF UroLoGcy.—At St. Paul's Hospital, Endell Street, 
London, — June 22, (1) 11 a.m., Manifestations oj 
V.D.” by A. H. Harkness; (2) 5 p “ Marion's Disease 
eo Nock Obstruction) and Vesical Diverticula,” by Mr. 


Irwin. 
Thursday 

Guy’s Mepicat ScHooL, London Bridge, S.E.—June 23, 
5 p.m., “ Thomas Addison—Pioneer qf Endocrinology,” Addison 
Lecture by Sir Henry Dale, O.M., F.R 

INSTITUTE OF UroLoGy.—At St. Paul's Hospital, Endell Street, 
London, W.C., June 23, (1) 11 a.m., “ Chancroid,”’ by Dr. W.N. 
Mascall; (2) 5 p.m., “ The Aetiology, Pathology, and Symptoms oj 
Benign gg ry] of the Prostate, with Indications for Trea- 
ment,” by Mr. Fs J. F. Barrington. 

LONDON : CoLLeGe.—At _Physiolo ory Theatre, Gower 
Street, W.C., June 23, 4.45 .P.m., “ Some a of ‘Nitrogen 
Metabolism in the Mammal,” by Dr. J. S. Bach 

Mepico-LecaL Society.—At 26, Portland Place. London, W, 
June 23, 8 p.m., (1) annual general meeting; (2) “‘ The Legal and 
+ peed Status of Women,” by Mrs. Florence Earengey, JP, 


NortH-East METROPOLITAN REGIONAL TUBERCULOSIS SocIETY.—A\ 
“The Harts ” Sanatorium, Snakes Lane, Woodford Green, Essex, 
June 23, 2.30 p.m., “ The Assessment of Collapse Therapy in 


Pulmonary Tuberculosis,’’ by Dr. Philip Ellman. 

Sr. Georce’s Hospirat Mepicat ScHoort, Hyde Park Corner, 
London, S.W.—June 23, 4.30 p.m., “ Psychiatry,’ lecture 
demonstration by Dr. D. Curran. 


Friday 

CAMBRIDGE MEDICAL SOCIETY. —At Addenbrooke’s Hospital, Cam- 
bridge, June 24, 2.30 Samy “Some Problems in Connexion with 
Injuries to the Knee,” by Mr. T. J. Fairbank. 

RoyaL SANITARY INSTITUTE —At Town Hall, West Hartlepool, 
June 24, 10 a.m., Discussions: “‘ Post-war Legislation and its 
Effect on Local Health Authorities,” to be opened by David T. 
Jones, M.P.; “ Neighbourhood Planning,” to be opened by J. 
Stanley Miles, A.M.I.C.E. 

WESTMINSTER HospitaL SCHOOL OF MEDICINE, Meyerstein Lecture 
Theatre, Horseferry Road, London, S.W.—June 24, 5.30 p.m, 
meeting, Haemolytic Anaemia,” by 

. Humble and R. H. Trinick. 


BIRTHS, MARRIAGES, . AND DEATHS 


BIRTHS 

Farey.—On June ‘ 1949, to Mary (née Maish, M.B., B.S.), wife of A. Leona 
Farey, a daughte 

Fleming.—On May 2, 1949, at the General Hospital. Newcastle-upon-Tyne, © 
Margaret (née Primrose Walker), M.A.. M.B., Ch.B., and John 
Fleming, 25, Roseworth Avenue, Gosforth, r" son. 

utter.—On June 7, 1949, to Nornie, wife of Timothy E. Rutter, F.R.C.S.E. 

otk Penwithen, Gerrans, Portscatho, Cornwall, a brother for Timothy an 
Michael. 

Uhma.—On June 5, 1949, at Hammersmith Hospital, London, W., to Halint 
(née Dabrowska), wife of Dr. C. Uhma, a daughter—Joanna. 


DEATHS 
Anderson.—On June 5, 1949, at 35, Richmond Hill Road, Edgbaston, Birmint 
ham, Robert Anderson, M.D., late of Erdington, aged 82. 
Cowan.—On June 9, 1949, at 15, West Parade, Lincoln, Alister Forbes Cowa". 
F.R.C.S.Ed., formerly of Edinburgh, aged 62. 


Easterbrook.—On June 5, 1949, at Murrayfield Private Hotel, Edinburg. 
Charles Cromhall Easterbrook, M.D., F.R.C.P.Ed., in his 83rd year. 

Ferrier.—On June 8, 1949, at 22, Moor Road, Swanage, Dorset, David Hy! 
Ferrier, M.D., late of Luton, Beds, aged 74. 

Gibson.—On June 4, 1949, at ‘* The Gables,”” New Brighton Road, Emsworth 
Hants, Henry Wilkes Gibson, M.B., in his 82nd year. 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Lupus Erythematosus 

Q—Is there any evidence that lupus erythematosus has a 
metabolic origin, as, according to Canadian trials, vitamin E in 
large doses has influenced the process favourably? Has this 
finding been confirmed? Also, has the vitamin-B group been 
tried, and, if so, with what success? Finally, in the dietetic 
management of this complaint has it been noticed that any type 
of food is of special value or harm ? 


.—There is some evidence that acute lupus erythematosus, 
which is a serious systemic disease, is a separate entity from 
chronic fixed lupus erythematosus, though it is a fact that on 
occasion an acute phase is superimposed upon the chronic 
disease. The cause of lupus erythematosus remains obscure. 
The very occasional finding of an organism in the blood stream 
in acute lupus erythematosus, and the occasional resolution of 
the chronic type following treatment of a focus of infection, 
have left the impression that the disease is commonly infective 
or toxic, but the evidence is not very convincing. The condition 
would seem to be an essential disease of the blood vascular 
system with an unusual pathology. Vitamin E has been advo- 
cated in North America, more particularly for the acute cases, 
but success has not attended its use in this country. The dosage 
recommended is 300 mg. daily of mixed tocopherols ; a prepara- 
tion containing mixed tocopherols in 30-mg. capsules is 
obtainable. 

Foods appear to play no part in this disease, and vitamin-B 
therapy in ordinary dosage has not proved of any particular 
value. 

Inhalation of Propylene Glycol 


Q.—/ am employing propylene glycol as a solvent for sodium 
penicillin salt, and am using the solution, in aerosol form, for 
the mass treatment of chronic chest diseases in children attend- 
ing an open-air day school. The children are exposed to the 
aerosol for two hours every school day, and it is intended to 
continue this treatment for six months to a year or more in 
each case. Is the prolonged inhalation of propylene glycol 
vapour likely to have any untoward effects ? 


-—Robertson and his colleagues (J. Pharmacol., 1947, 91, 
52) exposed rats and monkeys to continuous high concentrations 
of propylene glycol vapour for periods of 12 to 18 months. The 
genetal condition of the animals, their growth rates, blood 
counts, and the results of urine examination and kidney function 
tests did not differ essentially from control groups, nor were any 
Macroscopical or microscopical changes noted at necropsy. 
These results, together with the absence of any reported ill 
efiects in patients exposed to the vapour, make it unlikely that 
the regimen suggested will cause any trouble. The children 
should, of course, be kept under close medical supervision. 


Penicillin-Sulphathiazole Snuff 


Q.—The use of penicillin and sulphathiazole powder as a 
snuff has proved effective in aborting colds, and in preventing 
the long period of “ snuffles” which so often follows a cold. 
In using the preparation in this way, is there any danger of 
producing resistant organisms ? 


A.—The most common secondary bacterial invader after the 
common cold (which may be presumed to be due to a virus) is 
It seems possible that the pneumococcus 
and other organisms play some part in the persistent discharge 
or “ snuffles ” which is a common sequel to the cold. Penicillin~ 
sulphathiazole snuff is usually given in a high enough concen- 
tration to eliminate organisms, and therefore the risk of breeding 
resistant strains would be very small. The organism which 
Most readily develops penicillin-resistance is the staphylococcus, 
and this of course is present in the anterior nares of 40 to 50% 
of the population. It is doubtful if the staphylococcus plays 


much part in catarrhal infections of the upper respiratory tract, 
but frequent applications of penicillin to the nose might lead to 
an increase in the proportion of penicillin-resistant staphylo- 
cocci, and, since the nose is the natural reservoir of the staphylo- 
coccus, this might in turn lead to an increase in the incidence of 
staphylococcal infections with penicillin-resistant strains. 


Protecting Skin from Mineral Oils 


Q.—Would you recommend a_ suitable preparation~ for 
application to the hands and forearms before starting work 
to ensure protection from dermatitis in petrol-oil and diesel- 
oil workers ? 

A.—There is no preparation which, by its application to the 
skin before work, will “ensure protection from dermatitis.” 
Barrier preparations are only one of the several measures needed 
for protection against occupational dermatitis, and, where the 
skin hazard is mineral oil, barrier preparations are not as useful 
as suitable skin cleansers. Many cleansers are effective in 
removing oil from the skin, but some of these will also, particu- 
larly with prolonged use, remove the skin fat. A neutral 
sulphonated castor oil (98%) with a wetting agent (2%) is 
generally recommended to cleanse the skin of mineral oil. 


Sterilizing Gum-elastic Catheters 


Q.—Can you recommend an efficient method, suitable for 
general practice, Of sterilizing and transporting gum-elastic 
catheters ? 

A.—The most convenient way of sterilizing and transporting 
gum-elastic catheters is by the formalin vapour method. A glass 
or metal tube with a rubber stopper that is hollow, so that 
formalin tablets can be inserted into it, is obtainable at most 
instrument-makers. There is a disadvantage, however, in 
retaining catheters in such a receptable for too long: moisture 
tends to collect on the inner surface, as well as some fine dust 
from the tablets. The catheter should therefore be inserted in 
the receptacle only a few hours before transport. 


Painful Breasts due to Stilboestrol 


Q.—A patient suffering from pruritus has found that an oint- 
ment containing stilboestrol gave great relief, but after using it 
for some months the breasts became painful and tender. She 
is now using the ointment without the stilboestrol. Although 
it is four months since she used the original \preparation, the 
breasts are still sore, but not swollen or enlarged. Can relief 
be obtained in this case, and is there any reason to fear that 
the condition will become malignant ? 


A.—Stilboestrol even in small amounts is readily absorbed 
through the skin and could give rise to painful and tender 
breasts. These effects, however, are not likely to persist for 
four months after discontinuing treatment, unless some other 
oestrogen was substituted for the stilboestrol. It may be that 
the occurrence of symptoms produced a natural anxiety over 
the possibility of the development of cancer, and the persistence 
of discomfort is now the result of over-anxiety alone. There is 
no reason to believe that the present treatment or the continued 
discomfort implies an increased risk of carcinoma, and if a 
competent medical attendant has failed to find clinical evidence 
of organic disease probably all that is necessary is a well-fitting 
brassiere and, above all, a comfortable frame of mind. 


Sal Volatile and Eau-de-Cologne 


Q.—(a) Would you indicate the therapeutic value, if any, of 
sal volatile? (b) A sufferer from migraine, with possible chronic 
sinusitis, gets partial or complete relief from inhalation of eau- 
de-Cologne. Can this be attributed to some intracerebral action, 
or must it relieve only by action on the nose and sinuses ? 


A.—(a) Spirit of sal volatile contains ammonium carbonate 
and strong solution of ammonia. When smelt, so that it irritates 
the mucous membrane of the nose, sensory impulses travel to 
the medullary centres, stimulating respiration and the vasomotor 
centre. A discharge of sympathetic impulses quickens the heart 
and raises the blood pressure. 

(b) It is very unlikely that the effect of eau-de-Cologne is due 
to an intracerebral action, but it is not impossible. Eau-de- 
Cologne is composed mostly of alcohol with a number cf 
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volatile oils, and it may be that when it is inhaled a certain 
concentration of alcohol and these oils is formed in the blood 
and that this affects the blood-flow through the head, so relieving 
the migraine. It is difficult to understand what action there 
could be on the nose and sinuses which would take away an 
attack. 


Treatment of Chronic Brucellosis 


Q.—in the answer to a question on persistent symptoms after 
brucella infection (Feb. 5, 1949, p. 254) you suggest simul- 
taneous administration of streptomycin and sulphadiazine. Can 
you give me references for details of dosage ? 


A.—The following papers contain details of the dosage of 
streptomycin and sulphadiazine used in the treatment of chronic 
brucellosis: Eisle and McCollough, J. Amer. med. Ass., 1947, 
135, 1053; Pulaski and Amspacher, New Engl. J. Med., 1947, 
237, 419 ; Spink, Ann. intern. Med., 1948, 29, 238 ; Scowen and 
Garrod, British Medical Journal, 1948, 2, 1099. 

It seems likely that aureomycin will displace the combination 
of streptomycin and sulphadiazine in the treatment of this infec- 
tion, and details may be found in Bryer, Schoenbach, Chandler, 
Bliss, and Long (J. Amer. med. Ass., 1948, 138, 117) and Spink, 
Hall, Schaffer, and Braude (ibid., 138, 1145). The immediate 
results of treatment with aureomycin in a case of Br. abortus 
infection were also recorded in the Journal of June 11 at p. 1037. 


Subconjunctival Haemorrhage in a Baby 
Q.—At birth a baby had a bilateral symmetricai haemorrhage, 
presumably subconjunctival, encircling both corneae. Now, a 
month later, the condition is clearing in the left eye, but little 
if any change is seen in the right eye. Is any treatment indi- 
cated? Can the mother be reassured that the condition is only 
temporary, and that in course of time it will resolve completely ? 


A.—The diagnosis of subconjunctival haemorrhage is prob- 
ably correct. Its appearance in both eyes and persistence for a 
month in one eye are rather unusual. The prognosis depends 
on the diagnosis in this case, and it is impossible to be dogmatic 
without actually seeing the baby. On the whole, it is probably 
safe to assume that the condition is temporary and will resolve 
completely. 


Effects of Chemical Contraceptives 


Q.—Have any investigations been undertaken to show the 
part played by chemical contraceptives in the causation of 
abortion and foetal abnormalities? Surely an_ injured 
spermatozoon must occasionally fertilize an ovum and give 
rise to an abortion or to the birth of a deformed infant? 


A.—The possibility that chemical contraceptives may have 
such an effect has been considered and discussed for many 
years, but so far there is no reliable evidence to support the 
theory that this risk exists. As the first effect of spermicidal 
agents is on the motility of spermatozoa, it seems unlikely that 
a spermatozoon which is damaged would ever reach the ovum. 
Moreover, it has not yet been established that a high proportion 
of abnormally developed spermatozoa in the semen is related 
to the incidence of abortion and foetal malformation, although 
many writers have suggested it, and it seems a reasonable 
possibility. 

Cephalin—Cholesterol Flocculation Test 

Q.—Would you kindly let me know details of the procedure 
for extracting cephalin from dried sheep’s brain? Would you 
also tell me how to carry out the cephalin-cholesterol floccula- 
tion test? 

A.—The preparation of cephalin from sheep’s brain and its 
use for the cephalin-cholesterol flocculation test have been 
described by Hanger (J. clin. Invest., 1939, 28, 261). 

Preparation of Cephalin—Sheep brains are dehydrated by three 
extractions with acetone and the dry tissue powder is three times 
extracted with ether (free from peroxides). The ether extracts are 
concentrated in vacuo and the crude cephalin is precipitated by the 
addition of four volumes of absolute alcohol. The resulting precipi- 
tate is dissolved in the minimum amount of ether, and the accom- 
panying cerebroside impurities are precipitated by chilling and 
removed by centrifugation. The supernatant ether solution is again 
precipitated with four volumes of absolute alcohol, chilled, and 
the precipitate is filtered, washed with alcohol and acetone, and 


desiccated. The cephalin preparation is a brown powdery material 
containing traces of other lipids. These, however, do not take Part 
in the reaction. 

Technique for Flocculation Test——A stock solution is prepared by 
dissolving 100 mg. of sheep-brain cephalin and 300 mg. of cholestero} 
in 8 ml. of ether. This solution can be kept many months withoyt 
deterioration in a well-stoppered container. An emulsion of 4 
cephalin—cholesterol complex may be prepared by adding (slowly and 
with stirring) 1 ml. of the stock ether solution to 35 ml. of freshly 
distilled water warmed to 65° to 70° C. and then heating slowly 
to boiling. The mixture is allowed to simmer until the final 
volume is reduced to 30 ml. During the heating all coarse granular 
clumps are dispersed to a stable, milky, translucent emulsion and al] 
traces of ether are driven off. After allowing it to cool to room 
temperature the preparation is ready for testing, which consists in 
adding 1 ml. of the emulsion to a test tube (preferably a centrifuge 
tube) containing 0.2 ml. of the patient’s serum diluted with 4 ml, 
of normal (0.85%) saline. After being thoroughly shaken and 
stoppered with cotton, the tube is allowed to stand undisturbed at 
room temperature. At the end of 24 and 48- hours the amount of 
flocculation and precipitatidbn that has taken place is noted. With 
normal human sera the emulsion remains as a stable homogeneous 
suspension, but with sera from patients with diffuse hepatitis the 
lipid material tends to flocculate and precipitate to the bottom of the 
tube. A reaction recorded as + + ++ indicates a complete precipi- 
tation, leaving the supernatant liquid water-clear. Gradations of the 
reaction between negative and + +++ are designated + or +4, 
or +++. No test should be regarded as negative until 48 hours 
have elapsed without flocculation having occurred. : 


NOTES AND COMMENTS — 


Safe Dose of Acetylsalicylic Acid.—Dr. A. Piney (London, W) 
writes : In “ Any Questions ? ” (April 23, p. 735) there is rather too 
sweeping an indictment of prolonged treatment with acetylsalicylic 
acid, inasmuch as menaphthone is mentioned as the only available 
method of counteracting the effect of a large dose on the pro- 
thrombin level. Szucs has shown (and his observations have now 
been extensively confirmed) that the addition of calcium succinate 
greatly reduces (or abolishes) this effect (Ohio St. med. J., 1947, 43, 
1035). Thus 120 gr. (8 g.) of acetylsalicylic acid for ten days causes 
a fall of about 20% in blood prothrombin, and the addition of 
90 gr. (6 g.) of calcium succinate to the daily dose prevents the fall. 
For prolonged treatment such a mixture is obviously more 
satisfactory than is preliminary administration of menaphthone. 


Grading of Catheters—Mr. J. A. Carr (Ashton-on-Ribbk, 
Preston) writes: Your answer (“‘ Any Questions ? ” May 14, p. 879) 
on the grading of catheters properly advocates the use of the 
Charriére scale, and draws attention to the failings of the character- 
istically English scale which . . . “ follows no rule, but its numbers 
are generally about two less than the American ” (Keyes, E. L., and 
Ferguson, R. S., Urology, 1936). A difficulty arises in applying 
catheter scales, which as you point out are of diameter, to 
instruments which are not circular in cross section. These 
instruments should be given the 
grade of the catheter which has the J 
same circumference, for that is 
what the urethral mucosa has to 
accommodate. Some time ago 
I devised a measuring strip for the 
purpose of checking the grading 
of urethral instruments. In the 
illustration there is an accurate 
reproduction of the measuring 
strip, and a sketch showing its 
method of use. The scale is drawn by making the distance from the 
point of the arrow to the graduations (at the opposite edge of the 
strip) equal to the circumference of a catheter of the same grading— 
e.g., a distance of 3.14 cm. in the case of 30F. 


All communications with regard to editorial business should be addressed to TH 


EDITOR, British Mepicat JournaL, B.M.A. House, 
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unless the contrary be stated. 
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